Digitized  by  the  Internet  Archive 
in  2016  with  funding  from 

The  National  Endowment  for  the  Humanities  and  the  Arcadia  Fund 


https://archive.org/details/journalofmississ142unse 


AL 


THE 


BDICA  L ASSOC  I ATIO 


JULY  1973 


Announcing  . . . y p framcisuu  . 
U-100  Iletin®  ,mffl,WT“ 

(100  units  of  Insulin  per  cc.)  M 9 v Wj 

This  is  a concentration  suitable  for  most 
Insulin-dependent  diabetics. 


U-100  Iletin  promises  significant  patient 
benefits  from  standardized,  simplified,  ^ 
and  convenient  Insulin  therapy.  It  is 
available  in  six  formulations. 


Note:  A U-100  syringe  must  be 
used  with  U-100  Iletin. 


Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


Leadership  in  Diabetes  Research 
for  Half  a Century 


l yr  u-ioo 

/ fl 


LENT?  ' 
ILETIN 

a sal 

mb* 


wpc  2*3* 
I0c< 

PROT** 

ZINCP: 

Il«  MBj 
SUSWffl 
100UN*» 


S 


NDC  2-Kl*1 
10  cc 

UlTRAL 
ILETIN 

INSUUN- 

SUSPEND 
EXTENDfc 

ndcMOS-1^  iooum” 
10  C< 

RiGUU* 

ILETIN 

insuuh 

INJECW 

100  UNm* 


U-100 

S 


NDC  2'#** 
10  cc. 

SEMIlfl 

ILETIN 

insu^:. 

SUSPEJf 
PROM*1  • 
1 00 

I 


As  . 


NOCJ-**' 
10  cc. 

NPH 
ILETIN 
IS0PH*«f 
suspoe*1 
100  0**” 


w 


Additional  information 
available  to  the  profession  on  request. 


This  Month  . . . Angina  Pectoris, 


Medicaid  Screening,  Sickle  Cell  in 


Harrison  County,  President’s  Address 


p Q | r*  « 


Everybcxly  experiences  psychic  tension. 


Most  people  can  handle  this  tension. 


Some  people  develop  excessive  psychic  tension  and  need  your  counseling 


and  a few  may  need  counseling 
and  the  psychotropic  action  of  Valium®  (diazepam). 


Volume  XIV 
Number  7 


July  1973 


NAL  off  the 


MEDICAL  AS 


• EDITOR 

W.  Moncure  Dabney,  M.D. 

• ASSOCIATE  EDITORS 

George  H.  Martin,  M.D. 

Myron  W.  Lockey,  M.D. 

• MANAGING  EDITOR 
Nola  Gibson 

• PUBLICATIONS  COMMITTEE 

Lawrence  W.  Long,  M.D. 
Chairman 

Frank  L.  Butler,  Jr.,  M.D. 

T.  A.  Baines,  M.D. 
and  the  editors 


CONTENTS 

ORIGINAL  PAPERS 

Medical  Management 

of  Angina  Pectoris  277  James  R.  Galyean,  111. 

M.D.,  Jackson,  Miss. 

Health  Screening  for  the 
Medicaid  Eligible 

Children  in  Mississippi  281  Frank  M.  Wiygul,  Jr., 

M.D.,  Alton  B.  Cobb, 
M.D.,  and  Terry  W.  Beck. 
Jackson,  Miss. 

Sickle  Cell  Disease  in 
Children  of  Harrison 
County  Head  Start 

Program,  1971-72  284  Gilbert  R.  Mason.  M.D. . 

Biloxi,  Miss. 


• THE  ASSOCIATION 

Arthur  A.  Derrick,  Jr.,  M.D. 
President 

J.  T.  Davis,  M.D. 
President-Elect 

James  P.  Spell,  M.D. 
Secretary-  T reasurer 

John  B.  Howell,  Jr.,  M.D. 
Speaker 


SPECIAL  ARTICLES 

Radiologic  Seminar 
CXXIX:  Bone  Scanning 
With  Technetium 

Polyphosphate  286  W.  M.  Flowers,  Jr.,  M.D. 
Jackson,  Miss. 

MSMA  Constitution 

and  By-Laws  289  Annual  Publication 
Address  of  the  President  297  Charles  R.  Jenkins,  M.D., 

Laurel,  Miss. 


Walter  H.  Simmons,  M.D. 
Vice  Speaker 

Charles  L.  Mathews 
Executive  Secretary 

H.  Cody  Harrell 

Assistant  Executive  Secretary 


The  Journal  of  the  Mississippi  State 
Medical  Association  is  owned  and  pub- 
lished by  the  Mississippi  State  Medical 
Association,  founded  1856.  Editorial,  ex- 
ecutive, and  business  offices,  735  Riverside 
Drive,  Jackson,  Mississippi  39216;  office 
of  publication,  1201-5  Bluff  Street,  Fulton, 
Missouri  65251.  Subscription  rate,  $7.50 
per  annum;  $1  per  copy,  as  available.  Ad- 
vertising rates  furnished  on  request. 
Second-class  postage  paid  at  the  post  office 
at  Fulton,  Missouri. 


EDITORIALS 

Maternal  Stilbestrol — 

Genital 
Adenocarcinoma — 
and  Followup  of 

Exposed  Young  Women  301  Richard  C.  Boronow,  M.D., 

Jackson,  Miss.,  and 
American  College  of 
Obstetricians  and 
Gynecologists 

THIS  MONTH 

The  President  Speaking  300  ‘'Democracy  in  Medicine" 
Medical  Organization  313  Dr.  Norman  C.  Nelson 

Becomes  New  Dean  of  the 
University  Medical  Center 
Copyright  1973,  Mississippi  State  Medical  Association 


Whats 

on  your 
patient^ 

face... 

may  be  more  important  than 
his  chief  complaint 


JOURNAL  OF  THE  MISSISSIPPI  STATE  MEDICAL  ASSOCIATION 

July  1973,  Vol.  XIV,  No.  7 


Cardiology  for  the  Practitioner: 
II.  The  Medical  Management  of 

Angina  Pectoris 


The  recent  surge  of  enthusiasm  regarding  the 
surgical  treatment  of  ischemic  heart  disease  re- 
flects a new  and  exciting  approach  to  the  manage- 
ment of  that  difficult  problem.  However,  impor- 
tant progress  in  the  medical  treatment  of  ischemic 
heart  disease  has  tended  to  be  somewhat  over- 
shadowed. Since  not  all  patients  are  candidates 
for  surgical  revascularization  of  the  heart,  it  is  im- 
portant that  physicians  be  thoroughly  familiar 
with  the  medical  aspects  of  angina  pectoris.  In 
this  article,  current  pharmacological  approaches 
to  the  treatment  of  angina  will  be  reviewed.  In  ad- 
dition, other  factors  which  influence  the  symp- 
toms of  ischemic  heart  disease  will  be  analyzed 
in  terms  of  their  effect  on  myocardial  oxygen  con- 
sumption, and  the  ways  by  which  these  factors 
may  be  altered  will  be  discussed. 

The  first  description  of  the  use  of  nitrites  in  the 
treatment  of  ischemic  heart  disease  was  published 
in  1867  by  Sir  T.  Lauder  Brunton,  who  described 
the  relief  of  angina  pectoris  following  the  inhala- 
tion of  amyl  nitrite.1  Because  of  the  similarity  be- 
tween the  general  actions  of  amyl  nitrite  and 
nitroglycerin,  William  Murrell,  in  1879,  investi- 
gated the  latter  compound  and  found  that  it,  too, 
relieved  the  pain.2  Thus,  for  almost  100  years 
nitroglycerin  has  been  the  most  important  drug 
in  the  symptomatic  treatment  of  angina. 

A lively  controversy  exists  as  to  whether  nitro- 
glycerin is  effective  by  virtue  of  dilatation  of  coro- 
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nary  arteries  or  other  mechanisms.  There  is  evi- 
dence that  it  acts,  at  least  partially,  by  directly  in- 
creasing flow  to  ischemic  myocardium,  perhaps 


Medical  management  of  angina  pectoris 
includes  the  appropriate  use  of  nitroglycerin, 
beta  adrenergic  blocking  agents,  and,  when- 
ever indicated,  digitalis  and  diuretics.  The 
author  points  out  that  control  of  hyperten- 
sion, cessation  of  smoking,  maintenance  of 
ideal  body  weight,  and  appropriate  physical 
exercise  are  extremely  important  factors  in 
the  medical  management  of  this  disease. 


most  importantly  via  collateral  vessels.3  It  is  also 
well  established  that  nitroglycerin  decreases  pe- 
ripheral arteriolar  resistance,  lowering  arterial 
blood  pressure,  and  increases  peripheral  venous 
pooling,  decreasing  venous  return  to  the  heart.4 
These  effects  decrease  ventricular  wall  tension, 
one  of  the  primary  determinants  of  myocardial 
oxygen  consumption,  tending  to  relieve  angina 
pectoris  irrespective  of  any  direct  effect  on  the 
coronary  circulation. 

It  is  important  that  the  dose  of  nitroglycerin  be 
tailored  to  the  individual  patient.  The  first  several 
tablets  should  be  given  under  the  observation  of 
the  physician,  and  the  dosage  should  be  adjusted 
to  the  smallest  which  gives  the  appropriate  physi- 
ologic effect.  Goldstein  has  suggested  that  a de- 
crease in  resting  systolic  blood  pressure  of  10-15 
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mm.  Hg  is  desirable.4  When  the  appropriate  dose 
has  been  determined,  the  patient  should  be  in- 
structed to  keep  nitroglycerin  with  him  at  all 
times,  being  reminded  that  it  should  be  kept  in 
a stoppered  glass  bottle.  Nitroglycerin  may  lose 
its  potency  over  a prolonged  period;  it  has  been 
empirically  determined  that  there  is  a characteris- 
tic burning  or  itching  sensation  under  the  tongue 
which  occurs  when  nitroglycerin  of  effective  po- 
tency is  taken,  and.  if  this  is  not  present,  the  tab- 
lets may  have  undergone  deterioration  and  should 
be  replaced.5  Headache  should  not  be  used  as  an 
indication  of  the  potency  of  nitroglycerin,  because 
it  may  bear  little  relationship  to  the  beneficial 
cardiovascular  effects  of  the  drug.4 

The  patient  should  be  instructed  to  take  a 
sublingual  nitroglycerin  tablet  at  the  first  indica- 
tion of  pain,  and  to  repeat  the  dose  at  five  minute 
intervals  for  two  more  doses.  If  the  pain  is  not  re- 
lieved after  three  tablets,  the  patient  usually 
should  be  advised  to  seek  immediate  medical  con- 
sultation. However,  some  patients,  particularly 
those  with  more  severe  coronary  artery  disease, 
will  consistently  get  no  relief  for  up  to  30  min- 
utes; these  patients  should  be  told  to  see  their 
doctor  if  there  is  any  change  in  the  pattern  of 
their  angina  or  their  response  to  nitroglycerin. 
Patients  should  be  warned  about  the  possibility 
of  postural  hypotension,  especially  after  multiple 
doses. 

The  patient  should  also  be  instructed  in  the 
prophylactic  use  of  nitroglycerin.  If  there  are  cer- 
tain activities  which  consistently  cause  angina, 
such  as  making  up  a bed,  climbing  a staircase,  or 
walking  up  a steep  hill  on  the  golf  course,  it  may 
be  possible  to  take  nitroglycerin  beforehand  to 
prevent  an  attack.  If  this  is  effective,  the  patient 
should  be  reassured  that  it  is  not  harmful  to  con- 
tinue. Another  important  application  is  in  the  pa- 
tient who  has  given  up  sexual  intercourse  because 
of  the  consistent  angina  which  it  produces;  nitro- 
glycerin before  intercourse  may  allow  continua- 
tion without  discomfort. 

LONG-ACTING  NITRITES 

The  use  of  “long-acting”  nitrites  is  controver- 
sial. In  optimally  controlled  clinical  trials  these 
preparations  do  not  appear  to  be  more  efficacious 
or  longer  acting  than  sublingual  nitroglycerin.4- 6 
However,  there  are  some  patients  who  seem  to 
do  better  with  sublingual  administration  of  the 
“long-acting”  nitrite  preparations  through  the 
day,  although  a placebo  effect  may  be  playing  a 
role.  It  should  be  emphasized  that  these  drugs  are 
no  substitute  for  the  appropriate  use  of  sublingual 


nitroglycerin.  The  “long-acting1  preparations 
which  are  to  be  swallowed,  rather  than  used  sub- 
lingually, do  not  appear  to  be  as  effective.1 

In  an  effort  to  find  longer  acting  nitrite  com- 
pounds, interest  has  been  re-directed  toward  the 
use  of  nitroglycerin  ointment.  Studies  at  the  Na- 
tional Heart  and  Lung  Institute  indicate  that  the 
therapeutic  effect  of  nitroglycerin  ointment  may 
last  up  to  three  hours  after  its  application.8  This 
may  prove  useful  in  patients  who  must  be  un- 
avoidably exposed  to  prolonged  periods  of  stress, 
such  as  a business  meeting  or  a court  appearance, 
or  in  those  patients  who  have  nocturnal  angina. 

BETA  ADRENERGIC  BLOCKERS 

As  myocardial  contractility  and  heart  rate  are 
two  of  the  important  determinants  of  myocardial 
oxygen  consumption,  it  is  logical  that  an  agent 
which  decreases  these  should  have  an  important 
place  in  the  treatment  of  angina  pectoris.  Pro- 
pranolol (Inderal)  is  such  a drug,  and  is  widely 
used  for  the  treatment  of  angina.  An  additional 
advantage  of  the  use  of  beta  adrenergic  blocking 
agents  is  the  prevention  of  the  reflex  tachycardia 
which  is  an  undesirable  side  effect  of  nitroglyc- 
erin. It  should  be  noted  that,  although  many  au- 
thorities in  cardiovascular  diseases  consider  pro- 
pranolol to  be  the  most  important  drug  to  appear 
for  the  treatment  of  angina  pectoris  since  nitro- 
glycerin,9 it  has  not  been  approved  for  this  use 
by  the  FDA. 

The  dosage  of  propranolol,  as  nitroglycerin, 
should  be  tailored  to  the  individual,  as  some  pa- 
tients seem  to  have  adequate  beta  blockade  at 
40-80  mg.  daily,  whereas  others  require  dosages 
as  high  as  400-500  mg.  daily.  Since  this  drug  may 
have  undesirable  side  effects,  including  exacerba- 
tion of  heart  failure  or  bronchospasm,  it  should 
be  administered  only  by  physicians  who  have  ex- 
perience with  its  use.  Newer  beta  adrenergic 
blocking  agents  which  have  fewer  undesirable 
side  effects  have  been  extensively  studied  in  Great 
Britain  and  some  of  these  may  eventually  replace 
propranolol  in  this  country.10 

Digitalis  may  improve  or  exacerbate  angina 
pectoris.  The  reason  for  this  becomes  clear  when 
the  effect  of  digitalis  is  examined  in  regard  to  its 
effect  on  myocardial  oxygen  consumption.  Digi- 
talis increases  myocardial  contractility;  thus,  if 
this  were  the  only  effect  of  digitalis  on  the  heart, 
an  increase  in  myocardial  oxygen  consumption 
would  be  expected  and  angina  more  likely  to  oc- 
cur. Indeed,  this  frequently  occurs  when  digitalis 
is  given  to  patients  with  coronary  artery  disease 
who  do  not  have  enlarged  hearts  or  congestive 
heart  failure.  On  the  other  hand,  digitalis  reduces 
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the  size  of  the  failing  left  ventricle.  Since  ven- 
tricular volume  is  an  important  determinant  of 
ventricular  wall  stress,  which  in  turn  influences 
myocardial  oxygen  consumption,  digitalis  may 
importantly  decrease  the  metabolic  needs  of  the 
failing  ventricle,  thus  relieving  angina  pectoris. 
If  obvious  congestive  heart  failure  is  present,  digi- 
talis is  clearly  indicated.  In  addition,  in  patients 
who  have  angina  pectoris  which  is  not  responding 
well  to  nitroglycerin,  particularly  if  pain  occurs 
in  the  recumbent  position  or  after  the  patient  has 
retired  at  night,  a trial  of  digitalis  may  produce 
good  results. 

Although  diuretics  do  not  directly  influence 
myocardial  oxygen  consumption  or  coronary 
blood  flow,  they  may  be  of  help  in  the  treatment 
of  angina  pectoris.  Arterial  blood  pressure  influ- 
ences ventricular  wall  stress,  one  of  the  important 
determinants  of  myocardial  oxygen  consumption. 
The  control  of  hypertension  with  diuretics,  there- 
fore, is  an  important  adjunct  to  the  treatment  of 
angina.  In  addition,  in  patients  with  congestive 
heart  failure  venticular  volume  may  be  decreased 
by  treatment  with  diuretics.  Since  both  ischemia 
and  hypokalemia  predispose  to  dangerous  ar- 
rhythmias, potassium  chloride  supplements  should 
usually  be  given  with  diuretics  of  the  potassium- 
wasting  type. 

ANTICOAGULANTS 

Although  a subject  of  debate  for  years,  it  is 
now  generally  agreed  that  coumarin  derivatives 
are  not  useful  in  the  treatment  of  angina  pec- 
toris.6 Drugs  which  affect  platelet  function,  such 
as  aspirin  or  dipyridamole  (Persantin),  and 
which  would  be  expected  to  influence  thrombo- 
genesis  in  the  arteries  may  prove  worthwhile  in 
the  treatment  of  coronary  artery  disease,11  but,  at 
present,  there  is  no  evidence  that  these  are  useful 
in  the  treatment  of  angina  pectoris. 

In  general,  psychopharmacological  agents 
should  be  avoided  since  many  have  undesirable 
effects  on  heart  rate,  blood  pressure,  and  cardiac 
rhythm.  The  judicious  use  of  tranquilizers  or  anti- 
depressants may  become  necessary  sometimes, 
but  these  should  not  be  used  without  a thorough 
understanding  of  their  cardiovascular  effects. 

One  of  the  most  important  things  which  the 
physician  can  do  for  his  patient  is  to  convince 
him  that  he  should  stop  smoking  cigarettes,  an  ac- 
tivity well  known  to  be  a precipitating  factor  in 
angina.12  This  appears  to  be  most  importantly 
related  to  a greater  heart  rate  and  blood  pressure 
which  occur  both  at  rest  and  during  exercise.  Ad- 
ditionally, heavy  smoking  may  convert  up  to  15 
per  cent  of  circulating  hemoglobin  to  carboxy- 
hemoglobin,  impairing  oxygen  delivery.13  The 


importance  of  the  cessation  of  smoking  cannot  be 
overemphasized. 

Patients  who  are  obese  should  be  advised  to 
lose  weight.  For  any  given  degree  of  physical  ex- 
ertion, a higher  blood  pressure  and  heart  rate  are 
required  in  the  obese  patient,  increasing  the  re- 
quirements of  the  myocardium  for  oxygen  and 
tending  to  increase  the  severity  of  angina  pectoris. 

The  importance  of  encouraging  patients  with 
ischemic  heart  disease  to  engage  in  well-designed 
exercise  programs  is  well  recognized.5  It  has  been 
suggested  that  an  active  exercise  program  may 
predispose  to  the  development  of  coronary  col- 
lateral circulation,  although  there  is  some  dis- 
agreement regarding  this.  Regardless  of  the  effect 
of  exercise  on  collaterals,  it  is  known  that  subjects 
who  are  physically  fit  may  carry  out  any  physical 
activity  with  a lower  heart  rate  and  blood  pres- 
sure than  those  in  poor  physical  condition.4  As 
blood  pressure  and  heart  rate  are  important  de- 
terminants of  myocardial  oxygen  consumption, 
patients  who  are  physically  fit  would  be  expected 
to  have  fewer  attacks  of  angina,  and  this  has 
proven  true.  In  addition,  regular  exercise  may  as- 
sist the  obese  patient  to  lose  weight.  Patients 
should  be  instructed  not  to  exert  themselves  be- 
yond their  limits.  Several  highly  informative  re- 
views of  physical  activity  in  patients  with  ischemic 
heart  disease  are  available  and  should  be  con- 
sulted.14-18 

Although  certain  lipid  abnormalities  are  fairly 
well  established  as  risk  factors  in  coronary  athero- 
sclerosis, it  is  not  known  whether  lowering  choles- 
terol or  triglycerides  reduces  the  complications 
of  coronary  artery  disease  once  it  is  established.6 
Until  this  relationship  is  clear,  efforts  should  be 
made  to  control  any  lipid  abnormalities  which  are 
present.  Although  this  can  usually  be  done 
through  dietary  changes,  the  use  of  lipid-lowering 
drugs  will  occasionally  be  necessary.  Additionally, 
dietary  instructions  are  necessary  for  those  pa- 
tients who  need  to  lose  weight. 

Although  alcohol  is  known  to  be  a myocardial 
depressant,  an  occasional  cocktail  or  wine  with 
a meal  is  usually  not  contraindicated,  particularly 
if  they  provide  the  patient  with  a certain  degree 
of  relief  of  emotional  stress.  It  should  be  remem- 
bered, however,  that  alcohol  is  calorigenic  and  it 
may  be  more  difficult  for  patients  to  lose  weight 
if  they  do  not  take  this  into  consideration. 

It  is  desirable  to  change  the  patient's  life  as  lit- 
tle as  possible.  Many  are  able  to  continue  with 
gainful  employment,  golfing,  fishing,  and  other  en- 
joyable activities  despite  angina  pectoris.  A com- 
mon sense  attitude  should  prevail.  The  overpro- 
tective  doctor  may  harm  his  patients  by  unneces- 
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sarily  limiting  their  physical  activities  and  causing 
undue  emotional  anguish.  However,  patients 
should  generally  be  advised  to  avoid  situations 
which  are  unusually  stressful,  as  significant  in- 
creases in  blood  pressure  and  heart  rate  may  oc- 
cur during  such  times. 

Patients  who  have  coronary  artery  disease  are 
not  infrequently  hypertensive.  As  stated  previous- 
ly, arterial  blood  pressure  is  one  of  the  important 
factors  in  determining  the  oxygen  consumption 
of  the  heart,  and,  therefore,  it  is  extremely  impor- 
tant to  attain  consistently  good  control  of  hyper- 
tension. Other  diseases  which  may  make  angina 
more  difficult  to  control  include  hyperthyroidism, 
chronic  lung  disease,  extreme  anemia,  and  various 
cardiac  arrhythmias. 

SUMMARY 

Medical  management  of  angina  pectoris  in- 
cludes the  appropriate  use  of  nitroglycerin,  beta 
adrenergic  blocking  agents,  and,  whenever  indi- 
cated, digitalis  and  diuretics.  Scrupulous  attention 
to  the  control  of  blood  pressure,  cessation  of 
smoking,  maintenance  of  ideal  body  weight,  and 
appropriate  physical  exercise  are  extremely  im- 
portant factors  in  the  medical  management  of  this 
disease. 

2500  North  State  Street  (39216) 
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Health  Screening  for  Medicaid  Eligible 
Children  in  Mississippi:  Results  of  the 
First  Three  Years  of  Screening 

FRANK  M.  WIYGUF,  JR.,  M.D., 
AFTON  B.  COBB,  M.D.,  M.P.H., 
and  TERRY  W.  BECK 
Jackson,  Mississippi 


Mississippi  physicians  are  seeing  increasing  num- 
bers of  Medicaid  patients  under  21  years  of  age 
who  have  been  screened  and  referred  through  a 
little  known  provision  of  the  Medicaid  program 
providing  for  periodic  screening  and  diagnosis  for 
eligible  children.  While  periodic  screening  and  di- 
agnostic services  were  provided  for  in  the  1967 
amendment  to  the  Social  Security  Act,  all  states 
were  slow  in  implementing  this  part  of  the  Med- 
icaid program.  Mississippi,  one  of  the  last  states 
to  begin  its  Medicaid  program,  became  the  first 
to  start  a comprehensive  health  screening  pro- 
gram designed  to  bring  potential  Medicaid  pa- 
tients into  the  system  as  early  as  possible,  thus  se- 
curing the  advantages  of  early  diagnosis  and  treat- 
ment. This  article  is  a report  of  the  first  three 
years  of  this  health  screening  and  a review  of  the 
findings  thus  far. 

Shortly  after  the  Mississippi  Medicaid  Act  be- 
came law  in  1969,  the  Mississippi  Medicaid  Com- 
mission and  the  Mississippi  State  Board  of  Health 
agreed  to  begin  a periodic  screening  and  diagnos- 
tic program  on  a trial  basis  to  carry  out  the  intent 
of  the  federal  Medicaid  law.  The  Mississippi  plan 
was  to  combine  the  resources  of  the  Medicaid 
program,  the  health  departments  and  the  welfare 
departments  to  implement  a periodic  screening 
and  diagnostic  program  utilizing  health  depart- 
ment facilities,  health  personnel  and  supervision 
to  begin  a screening  program  which  would  meet 
the  federal  Medicaid  program  guidelines.  In  the 
Mississippi  plan,  screening  is  made  available  at 
the  community  level  through  a cooperative  effort 
by  the  county  health  and  welfare  departments  to 
bring  the  children  in  to  scheduled  screening  clin- 
ics. To  do  this  a list  of  Medicaid  eligible  children 
for  each  county  is  furnished  by  the  Child  Welfare 
Division  of  the  State  Department  of  Public  Wel- 


From  the  Mississippi  Medicaid  Commission  and  the  Mis- 
sissippi State  Board  of  Health. 


fare;  this  restricted  list  is  used  to  prepare  appoint- 
ments which  are  sent  to  the  families  of  eligible 
children.  The  appointment  is  signed  jointly  by  the 
county  welfare  director  and  by  the  health  officer. 


The  authors  discuss  the  little-known  Med- 
icaid program  providing  for  periodic  screen- 
ing and  diagnosis  of  eligible  children  and  re- 
port on  the  first  three  years  of  this  screening 
in  Mississippi.  The  Mississippi  Medicaid 
Commission,  the  State  Board  of  Health  and 
the  State  Department  of  Public  Welfare  co- 
operated in  the  screening  program. 


Families  that  miss  appointments  for  one  reason 
or  another  are  sent  appointments  to  subsequent 
clinics.  Families  who  do  not  come  in  after  several 
invitations  may  be  visited  by  the  public  health 
nurse,  the  welfare  visitor  or  by  a community  out- 
reach worker.  Around  50  per  cent  of  the  families 
respond  to  the  first  appointment  to  come  in  to  a 
screening  clinic,  and  others  are  reached  later  by 
reappointments  or  outreach. 

The  Medical  Assistance  Manual  of  the  Med- 
icaid Program  gives  the  following  recommenda- 
tions for  the  minimum  health  screening  program: 
(a)  a health  and  developmental  history,  (b)  an 
assessment  of  physical  growth,  (c)  a developmen- 
tal assessment,  (d)  vision  screening,  (e)  hearing 
screening,  (f)  inspection  for  obvious  physical  de- 
fects including  teeth,  gums,  eye,  ear,  nose,  mouth 
and  throat,  (g)  screening  test  for  cardiac  abnor- 
malities, (h)  hematocrit  or  hemoglobin,  (i) 
screening  for  sickle  cell  anemia  and  sickle  cell 
trait,  (j)  screening  for  lead  poisoning,  (k)  tuber- 
culosis skin  test,  (1)  screening  for  diabetes,  (m) 
screening  for  urinary  tract  infections  and  other 
abnormalities,  (n)  assessment  of  nutritional  sta- 
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tus,  and  (o)  immunization  review. 

The  Mississippi  program  as  now  carried  out  in- 
cludes 1 3 operations  and  procedures  which  cover 
all  of  the  recommendations  in  the  Medical  As- 
sistance Manual  except  screening  for  lead  poison- 
ing which  we  do  not  find  necessary  in  Mississippi. 
At  present  developmental  assessment  is  by  nurse 
observation  only.  We  have  not  yet  been  able  to 
include  standardized  developmental  assessments. 
In  addition  to  the  above,  an  exit  interview  is  done 
for  each  child  and  the  family  is  informed  of  the 
findings  and  of  the  next  steps  that  should  be  tak- 
en. The  initial  screening  utilizes  public  health 
nurses  and  paramedical  personnel.  Physician 
staffed  backup  clinics  are  held  for  the  evaluation 
of  positive  findings.  Table  I gives  the  primary 
screening  observations  that  are  carried  out.  Re- 
sults from  this  simple  health  screening  have  been 
surprising.  Large  numbers  of  referrals  have  been 
made  for  correctable  and  treatable  conditions.  In 
addition,  conditions  which  create  a health  hazard 
have  been  identified  and  appropriate  referrals 
made.  In  the  first  three  years  of  screening  report- 
ed here,  36,680  abnormalities  have  been  noted 
screening  include  the  fact  that  all  of  the  eligible 
in  37,331  screening  examinations.  Table  II  gives 
the  most  frequent  and  significant  findings. 

Screening  is  now  being  conducted  in  all  coun- 
ties in  the  state.  Except  for  the  omission  of  lead 
screening,  we  believe  that  the  program  meets  the 
Medicaid  guidelines.  Desirable  features  of  the 

TABLE  1 

PEDIATRIC  HEALTH  SCREENING 
Mississippi  Early  and  Periodic  Screening  and 
Diagnostic  Program 


The  following  screening  is  done  on  children  (up  to  21 
years  of  age)  who  are  covered  by  the  Medical  Assistance 
Act  of  1969  ( Medicaid) : 

L Check  sheet  health  history  with  parental  consent 
form. 

2.  Height  and  weight  growth  percentile. 

3.  PhonoCardioScan  screening. 

4.  Visual  acuity. 

5.  Audiometric  examination. 

6.  Ear,  nose  and  throat  examination  with  throat  culture 
if  indicated. 

7.  Tuberculin  skin  test — Heaf  method. 

8.  Hematocrit,  with  sickle  cell  electrophoresis. 

9.  Physical  inspection  by  a public  health  nurse. 

10.  Dipstick  urine  tests. 

11.  Blood  pressure  (over  12). 

12.  Blood  test  for  serology  (over  12). 

13.  Exit  interview  with  immunization  review. 


population  can  be  identified  by  the  method  that 
we  are  using,  missed  appointments  can  be  fol- 
lowed up  through  health  departments  and  wel- 
fare departments,  and  a number  of  special  ser- 
vices such  as  special  medical  clinics,  nutrition 
services,  social  services  and  regular  preventive 
medicine  practices  such  as  immunizations  are 
available  through  the  program  at  no  additional 
cost  to  the  Medicaid  Commission.  Dental  ser- 
vices which  include  preventive  dental  practices, 
and  the  use  of  dental  hygienists  in  areas  where 
they  are  available,  are  being  strengthened  as  rap- 
idly as  possible.  One  of  the  most  helpful  features 
of  the  screening  session  is  the  exit  interview  in 
which  an  experienced  public  health  nurse  informs 
the  family  of  the  findings  and  tells  them  what  to 
do  next. 

Weaknesses  in  the  screening  program  as  it  is 
now  carried  out  include  the  lack  of  a good  feed- 
back mechanism  into  the  program  about  what 
happens  to  referrals  that  are  made  to  private  phy- 
sicians, and  insufficient  outreach  in  some  areas 
for  those  who  do  not  respond  to  repeated  written 
invitations  to  come  in  to  the  screening  clinics. 
Possible  duplications  of  services  for  eligible  chil- 
dren who  are  also  in  Head  Start  programs  is  be- 
ing eliminated  as  rapidly  as  possible  by  coordina- 
tion of  our  examinations  with  the  respective  Head 
Start  programs. 

An  important  aspect  of  this  type  of  health 
screening  which  is  rarely  commented  on  involves 
health  risk  identification.  This  concept  involves 
the  spotting  of  conditions  which  are  associated 
with  a significant  morbidity  or  mortality  before 
the  subject  actually  has  a complication.  Examples 
of  conditions  which  are  looked  for  as  potential 
health  hazards  are  early  teenage  pregnancy  with 
no  prenatal  care  and  children  who  show  evidence 
of  the  battered  child  syndrome.  It  will  be  noted 
that  this  concept  does  not  necessarily  involve 
medical  diagnosis,  since  the  condition  may  be  ob- 
vious, but  it  involves  recognizing  it  and  getting 
the  child  into  an  appropriate  channel  of  aid.  This 
is  especially  important  for  children  who  have  been 
outside  of  the  usual  systems  of  care. 

One  of  the  frequently  heard  criticisms  of 
screening  procedures  conducted  in  this  type  of 
setting  is  that  we  are  unable  to  do  anything  about 
much  of  what  is  found.  This  is  a valid  criticism 
and  applies  especially  to  conditions  such  as  dental 
caries  where  there  are  limited  resources  to  pro- 
vide for  dental  corrections;  however,  a closer  ex- 
amination of  even  such  a difficult  situation  as 
dental  disease  shows  that  a significant  number  of 
corrections  results  from  screening.  In  the  case  of 
dental  corrections,  parents  are  informed  that  the 
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TABLE  II 

SUMMARY  OF  FINDINGS 
January  1,  1970-Deceniber  31.  1972 


Abnormal  PhonoCardioScan  1.973 

Arthralgia  375 

Asthma  (by  history)  1.151 

Behavior  Disorders  251 

Breast  Mass  14 

Bronchitis  and  Colds  (by  history)  506 

Chest  Pain  (by  history)  257 

Child  Abuse,  Suspected  63 

Deaf  Mutism  15 

Dental  Caries,  Multiple  10,496 

Dental  Hygiene,  Poor  369 

Enuresis  715 

Excess  Ear  Wax  252 

Eye  Abnormalities,  Other  223 

Foreign  Body  in  Auditory  Canal  16 

Headaches,  Frequent  656 

Hearing,  Poor  1,275 

Heart  Trouble  (by  history)  66 

Hernia,  Inguinal  53 

Hernia,  Umbilical  433 

Hernia,  Unspecified  52 

Hydrocele  18 

Hydrocephaly,  Suspected  8 

Hypertension  327 

Impetigo  and  Other  Skin  Conditions  1,780 

Intestinal  Parasites  (Hookworm  and  Roundworm)  2,214 
Lacerations  39 

Learning  and  School  Difficulties  (by  history)  142 

Low  Hematocrit  (below  34)  8,384 

Low  Hematocrit  (below  27)  90 

Lymph  Glands,  Enlarged  376 

Malnourished  153 

Mental  Retardation,  Obvious  492 

Nasal  Obstruction  14 

Nose  Bleeds.  Chronic  230 

Obesity  586 

Orthopedic  Deformities  485 

Otitis  Externa  and  Otitis  Media  1,919 

Peridental  Abscess  214 

Phimosis  16 

Pregnancy  (unmarried,  undiagnosed  and  no 

prenatal  care)  87 

Proteinuria  48 

Ptosis  5 

Ringworm  of  Scalp  74 

Seizure  Disorder  493 

Sickle  Cell  Anemia  Suspects  50 

Speech  Defects  178 

Throat  Cultures  128 

Tuberculosis  Suspect  13 

Tonsils  Enlarged  and  Pharyngitis  4,356 

Upper  Respiratory  Infection  51 

Urinary  Tract  Infection  (by  history)  187 

Visual  Acuity.  Poor  1,754 


child  needs  dental  care  and  at  least  some  of  them 
manage  to  get  dental  work  done  without  help. 
Others  are  eligible  for  emergency  dental  proce- 
dures under  the  Medicaid  program  and  still  oth- 
ers are  eligible  for  dental  services  provided 
through  a new  provision  that  provides  dental  ser- 
vices to  children  under  six  years  of  age  and  which 
was  extended  to  all  Medicaid  eligible  children 
July  1,  1973. 

Other  special  services  which  are  provided  by 
recent  changes  in  Medicaid  regulations  include 
hearing  services  and  hearing  aids  for  children  un- 
der nine,  and  vision  services  and  eye  glasses  for 
children  under  nine.  Both  of  these  special  services 
were  also  extended  to  all  Medicaid  eligible  chil- 
dren on  July  1,  1973.  Provision  of  the  special 
services  is  through  the  screening  program  and  by 
certification  in  the  county  health  department. 
Children  in  special  situations  such  as  in  the 
School  for  the  Deaf  and  other  institutions  can  be 
given  special  certification  by  the  county  in  which 
they  live  or  by  the  General  Health  Services  Divi- 
sion of  the  State  Board  of  Health. 

All  results  of  examinations  and  tests  are  re- 
corded on  each  child’s  health  record.  Abnormal 
findings  are  reviewed  by  a physician  who  recom- 
mends proper  disposition.  Children  requiring 
medical  attention  are  referred  to  their  private 
physician  in  the  area.  The  Division  of  General 
Health  Services  provides  basic  services  in  com- 
munities where  none  is  available. 

In  counties  where  there  are  no  physicians  avail- 
able, the  Division  of  General  Health  Services  con- 
tracts with  a pediatrician  or  another  experienced 
physician  to  do  follow-up  examinations,  make 
dispositions  and  recommend  treatment.  Public 
health  nurses  in  the  respective  counties  partici- 
pate in  screening,  do  follow-up  evaluations  and 
carry  out  treatment  under  medical  direction.  The 
welfare  department  in  each  area  is  advised  of  pos- 
itive findings. 

SUMMARY 

In  a new  program,  the  Mississippi  Medicaid 
Commission,  the  State  Board  of  Health  and  the 
State  Department  of  Public  Welfare  are  cooperat- 
ing to  provide  access  to  medical  services  and  cer- 
tain special  services  to  Medicaid  eligible  children 
through  a health  screening  program  carried  out 
in  all  county  health  departments.  Through  the 
program,  37,331  children  have  received  health 
screening  and  some  36,680  abnormal  findings 
have  been  reported.  An  opportunity  for  health 
screening  will  be  extended  to  all  Medicaid  eligible 
children  in  the  state  in  the  next  two  years  and 
yearly  thereafter.  *** 
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A Study  Regarding  Sickle  Cell  Disease  in 
Children  of  Harrison  County  Head  Start 

Program,  1971-1972 

GILBERT  R.  MASON,  M.D. 

Biloxi,  Mississippi 


Only  recently  have  America  and  the  world 
turned  their  attention  to  one  of  the  great  cripplers 
of  our  time.  That  crippler  has  been  Sickle  Cell 
Disease. 

It  appears  that  there  is  now  a growing  aware- 
ness of  Sickle  Cell  Disease  and  the  federal  gov- 
ernment and  private  foundations  are  aiding  in  the 
search  for  a cure  for  this  genetically  linked  dis- 
ease. This  action  is  commendable  because  Sickle 
Cell  Disease  is  one  of  the  few  biochemical  and 
genetically  transmitted  diseases  whose  mechanism 
of  debility  is  known. 


The  author  discusses  a study  performed 
by  the  Harrison  County  Head  Start  Program 
in  1971-72.  The  funds  for  medical  examina- 
tions were  used  to  perform  complete  hemo- 
grams and  sickle  cell  studies  on  the  children 
in  the  Head  Start  program.  The  findings  are 
analyzed  and  recommendations  made. 


It  is  not  the  scope  of  this  paper  to  go  into  the 
biochemistry  of  Sicklemia;  but  merely  to  present 
certain  findings  as  they  pertain  to  the  Harrison 
County  Head  Start  program,  and  indeed,  as  they 
pertain  to  mankind. 

Since  the  Harrison  County  Head  Start  program 
had  a limited  amount  of  funds  for  medical  exam- 
inations for  the  year  “F”  (1971-1972),  it  was 
felt  that  the  limited  funds  would  serve  a worth- 
while purpose  through  hematological  studies. 

Complete  hemograms  and  sickle  cell  studies 
were  the  methods  chosen  and  the  results  of  the 
study  are  hereinafter  set  forth  (Table  1 ). 


Medical  Director.  Harrison  County  Head  Start  Program. 


If  a child  had  a positive  sickle  cell  screening 
test  or  indication  of  unexplained  anemia  or  target 
cells  or  bizarre  morphological  red  cells  on  his 
peripheral  smear  and  complete  blood  count,  a 
hemoglobin  electrophoresis  was  ordered. 

It  is  to  be  noted  that  initially  Memorial  Hos- 
pital at  Gulfport  used  a modified  sodium  bisulfite 
test  for  sickle  cell  screening  test  on  the  first  295 
children  with  the  result  of  only  two  positive  sickle 
cell  preparations. 

Based  on  well  known  documented  statistical 
surveys,  it  was  this  examiner’s  opinion  that  that 
number  was  too  small  so  the  pathologist  at  Me- 
morial Hospital  was  contacted  and  the  Sickledex 
test  was  substituted  for  the  modified  sodium  bi- 
sulfite test.  The  295  children  tested  by  the  latter 
method  were  retested  using  the  Sickledex  test  and 
the  results  of  that  test  are  used  in  this  analysis. 

TABLE  1 


Per  Cent 


Total  number  of  children  studied  1.532 

Total  number  of  black  children  . 1,042  68.2 

Total  number  of  white  children*  490  31.98 

Studies:  Complete  blood  count  with  differential  white 
cell  counts,  sickle  cell  preparations  (Sickledex  tests*) 
and  hemoglobin  electrophoresis. 

Time:  Nine  months  (Head  Start  program  year) 

Method:  Biloxi  D'Iberville  Area:  Technicians  from 

Howard  Memorial  Hospital,  Biloxi,  Mississippi,  came 
to  each  center  and  drew  blood  from  children.  Gulf- 
port, Long  Beach.  Pass  Christian  and  Harrison  Coun- 
ty Areas:  Children  were  transported  to  Memorial 
Hospital,  Gulfport,  Mississippi,  for  blood  to  be  drawn. 


includes  Vietnamese  (1),  Puerto  Rican  (1),  Philippines 
(3),  Mexican  American  (1). 
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Howard  Memorial  Hospital  used  the  Sickledex 
test  throughout. 

FINDINGS 

Eighty-four  children  representing  5.48  per  cent 
of  the  total  Head  Start  population  had  positive 
Sickledex  tests.  All  were  black.  These  84  black 
children  represented  8.06  per  cent  of  the  black 
enrollment. 

Of  the  84  black  children  who  had  a positive 
Sickledex  test,  81  or  7.77  per  cent  of  the  black  en- 
rollment had  sickle  cell  trait,  two  or  0.192  per 
cent  of  the  black  enrollment  had  actual  sickle  cell 
anemia  and  one  or  0.09  per  cent  had  heterozy- 
gous hemoglobin  SC  disease. 

It  is  of  interest  that  because  of  an  abnormal 
cbc  and/or  peripheral  blood  smear,  a hemo- 
globin electrophoresis  was  ordered  and  run  on 
one  child.  This  child  turned  out  to  have  Heterozy- 
gous AC  Disease. 

No  white  child  had  a positive  Sickledex  test. 

CONCLUSIONS 

The  findings  in  the  Head  Start  population  in 
Harrison  County  compare  favorably  with  various 
surveys  made  elsewhere  in  this  country. 

The  genetic  influence  of  the  disease  is  well 
demonstrated  in  siblings  and  kindred  from  several 
centers  in  this  county.  The  time  and  energy  used 
in  this  service  to  the  children  was  well  spent  for 
each  positive  sickler  or  variant  hemoglobin  has 
been  counseled  by  his  family  physician. 


It  is  this  examiner's  opinion  that  the  Sickledex 
test  is  simple,  fast  and  reliable  although  false  neg- 
atives cannot  be  statistically  defined  without  he- 
moglobin electrophoresis  on  every  child.  Electro- 
phoresis is  quite  expensive. 

RECOMMENDATIONS 

( 1 ) A cbc  and  Sickledex  test  should  be  per- 
formed on  every  black  child  entering  Head  Start. 

(2)  That  hemoglobin  electrophoresis  be  uti- 
lized for  follow-up  on  all  positive  children  and 
those  with  bizarre  cbc’s  and  peripheral  blood 
smears. 

(3)  That  the  families  of  children  with  variants 
of  hemoglobin  be  counseled  by  their  family  physi- 
cian. 

The  Medical  Director  wishes  to  acknowledge 
the  able  assistance  and  helpful  information  sup- 
plied by  all  Head  Start  personnel — especially  the 
former  Head  Nurse,  Mrs.  Bessie  Rose,  the  nurs- 
ing staff,  the  Director  of  Social  Services,  Mrs. 
Gwen  Tretheway,  and  the  laboratories  of  Howard 
Memorial  Hospital,  Biloxi,  Mississippi,  and  Me- 
morial Hospital,  Gulfport,  Mississippi,  and  their 
directors.  Dr.  Irwin  Joffe  and  Dr.  Thomas  Wal- 
den, respectively.  *** 

433  East  Division  Street  (39530) 

This  project  was  carried  out  as  part  of  Federal  Grant 
H3034  Program  Year  F for  Harrison  County  Head  Start 
Program  under  Harrison  County  Civic  Action  Commit- 
tee. Doyle  Moffett.  Executive  Director. 


STRANGER  THAN  FICTION 

A magician,  interviewing  an  applicant  for  a job  as  his  assistant, 
pointed  out  that  he  needed  somebody  who  could  keep  a straight 
face  no  matter  what  strange  happenings  occurred  on  stage. 

“I’m  your  man,”  stated  the  applicant.  “I  was  the  personal  sec- 
retary of  a senator  for  six  years.” 

— Standard  Flashes 
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Radiologic  Seminar  CXXIX: 
Bone  Scanning  With  Technetium 

Polyphosphate 

W.  M.  FLOWERS,  JR.,  M.D. 

Jackson,  Mississippi 


lx  is  often  very  dimcult  to  demonstrate  tumor 
metastases  in  bone  by  ordinary  radiographs.  The 
detection  and  localization  of  metastases  to  the 
skeleton  are  obviously  necessary  for  adequate 
clinical  management  and  we  continue  to  search 
for  more  sensitive  diagnostic  methods.  One  of  the 
most  promising  of  these  is  bone  scanning. 

Certain  skeletal  scanning  techniques  have  been 
clinically  available  for  over  10  years.  The  most 
frequently  used  isotope,  strontium-85,  was  intro- 
duced in  1961.  Several  other  radionuclides,  in- 
cluding strontium-87m  and  fluorine-18  are  also 
available.  In  spite  of  their  undisputed  value  in 


Sponsored  by  the  Mississippi  Radiological  Society. 

From  the  Division  of  Nuclear  Medicine,  Department  of 
Radiology,  University  of  Mississippi  Medical  Center, 
Jackson,  Miss. 


Figure  1.  Normal  hone  scan  of  anterior  thorax. 
There  is  normal  activity  in  the  sternum,  ribs,  verte- 
brae, and  shoulders. 


Figure  2.  Normal  posterior  bone  scan.  There  is 
normal  activity  in  the  lower  thoracic  and  lumbo- 
sacral spine.  Activity  within  the  kidneys  is  also  a 
normal  finding. 

skeletal  imaging,  all  these  agents  have  serious  dis- 
advantages and  limitations.  They  are  high-energy 
gamma  emitters,  and  available  detector  systems 
are  not  efficient  at  these  energies.  Strontium-85 
delivers  a relatively  high  radiation  dose  to  the  pa- 
tient, therefore  the  quantity  injected  must  be 
small  and  resulting  count  rates  are  quite  low. 
Governmental  regulatory  agencies  limit  this  nu- 
clide to  patients  with  proven  cancer.  A delay  of 
three  to  five  days  after  injection  is  usually  neces- 
sary before  skeletal  activity  is  good  enough  for 
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Figure  4.  Abnormal  posterior  scan.  Pointers  show 
multiple  metastases.  There  are  lesions  in  the  pelvis, 
vertebrae,  and  ribs.  Arrows  demonstrate  normal  ac- 
tivity in  kidneys  and  bladder. 


I 

Figure  3.  Whole  body  scan.  Arrows  show  normal 
activity  in  the  kidneys  and  bladder.  The  pointer 
demonstrates  a metastic  lesion  in  a lumbar  vertebra. 


scanning.  Excretion  into  the  bowel  can  cause 
areas  of  increased  activity  overlying  the  pelvis 
and  lumbo-sacral  spine.  Strontium-87m  is  avail- 
able from  an  isotope  generator  system.  The  high 
body  background,  bowel  excretion,  short  physical 
half  life  (2.8  hours)  and  high  photon  energy  are 
the  chief  disadvantages.  Fluorine- 18  is  an  excel- 
lent scanning  agent,  but  its  short  half  life  (1.8 
hours)  imposes  severe  restrictions  on  its  avail- 
ability. 

Technetium  polyphosphate  is  a promising  new 
bone  scanning  agent,  currently  under  extensive 
clinical  investigation  in  many  nuclear  medicine 
facilities.  The  technetium-99m  label  is  ideal  for 
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scanning.  This  isotope  is  readily  available  from 
a sterile,  pyrogen  free  generator  system;  it  has  a 
physical  half  life  of  six  hours;  there  is  no  beta  ra- 
diation. These  physical  properties  allow  adminis- 
tration of  millicurie  quantities.  The  improvement 
in  the  resulting  scan  image  is  spectacular. 

The  technetium  polyphosphate  is  prepared 
quickly  and  easily  by  simply  adding  the  isotope 
to  a commercially  available  vial  containing  the 
polyphosphate  complex.  The  properties  of  this 
new  bone  scanning  agent  have  not  been  complete- 
ly defined,  but  approximately  40  per  cent  of  the 
injected  dose  is  localized  in  the  skeleton.  Most  of 
the  rest  is  promptly  excreted  in  the  urine.  The  se- 
lective concentration  in  different  regions  of  bone 
is  probably  primarily  related  to  regional  blood 
flow. 

This  discussion  is  primarily  concerned  with  the 
detection  of  tumor  metastases  in  bone,  but  the 
principles  of  bone  scanning  are  not  specific  for 
neoplasm.  Normal  bone  is  constantly  being 
formed  and  resorbed.  There  is  a balance  between 
bone  mineral  deposition  and  dissolution.  In  con- 
ditions of  bone  growth  or  repair,  both  formation 
and  resorption  may  be  accelerated.  The  use  of  ap- 
propriate radioactive  tracers  allows  us  to  produce 


images  of  bone,  and  areas  of  increased  skeletal 
activity  can  be  clearly  demonstrated. 

Non-uniform  tracer  distribution  occurs  normal- 
ly in  both  adults  and  children.  An  understanding 
of  normal  activity  patterns  is  essential  for  proper 
scan  interpretation.  There  is  localized  increased 
activity  around  the  epiphyses,  around  the  acetab- 
ula  and  sacroiliac  joints,  and  at  the  ends  of  the 
long  bones.  Most  lesions  of  the  skeleton,  regard- 
less of  etiology,  and  whether  osteoblastic  or  osteo- 
lytic, usually  result  in  focal  or  diffuse  increased 
activity  on  bone  scans.  Occasional  lesions  show 
decreased  activity.  *** 

2500  North  State  Street  (39216) 

The  author  wishes  to  express  sincere  appreciation  to 
Dr.  Ottis  G.  Ball  for  furnishing  two  of  the  illustrations, 
which  were  made  with  the  Mississippi  Baptist  Hospital 
whole  body  scanner. 

1.  Subramanian,  G.  and  McAfee,  J.  G.:  A New  Complex 
for  ‘"’"'Tc  for  Skeletal  Imaging.  Radiology  99:192-196, 
1971. 

2.  O'Mara,  R.  E.  and  Subramanian.  G.:  Experimental 
Agents  for  Skeletal  Imaging.  Sem.  Nuc.  Med.  2:38- 
49.  1972. 

3.  Subramanian,  G.,  McAfee,  J.  G„  O’Mara,  R.  E.,  et  al: 
•"""Tc-Polyphosphate  pp-46:  A New  Radiopharmaceu- 
tical for  Skeletal  Imaging.  J.  Nuc.  Med.  12:399-400, 
1971. 

4.  Subramanian,  G.,  McAfee,  J.  G.,  Bell,  E.  G.  et  al: 
“""Tc-Labeled  Polyphosphate  as  a Skeletal  Imaging 
Agent.  Radiology  102:701-704,  1972. 


IUD  AND  CHAMPUS 

An  intrauterine  device  (IUD)  for  contraceptive  purposes, 
ordered  by  a physician,  is  an  authorized  benefit  under  the  family 
planning  provision  of  the  CHAMPUS. 
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Constitution  and  By-Laws  of  the 
Mississippi  State  Medical  Association 


CONSTITUTION 

Preamble 

That  more  may  live  longer  in  the  richness  and  com- 
fort of  health;  that  pain,  suffering,  and  disease  may  be 
eradicated  to  the  extent  made  possible  by  scientific 
medical  knowledge;  that  the  standards  of  the  medical 
profession  may  be  maintained  on  the  highest  plane  of 
honor,  we  dedicate  ourselves  as  physicians  through  this 
Association.  Among  us,  membership  is  a privilege, 
earned  by  professional  qualification,  personal  honor,  and 
selfless  service;  it  is  not  a right  vested  superficially  nor 
by  statutory  licensure.  Truth  shall  be  our  quest;  diligence, 
our  staff;  and  service,  our  purpose. 

Article  I 

NAME  OF  THE  ASSOCIATION 

The  name  and  title  of  this  Association  shall  be  the 
Mississippi  State  Medical  Association. 

Article  II 

PURPOSE  OF  ORGANIZATION 

The  purpose  of  this  Association  shall  be  to  federate 
and  bring  into  one  compact  organization  the  entire 
medical  profession  of  the  State  of  Mississippi  and  to 
unite  with  similar  associations  in  other  states  to  form 
the  American  Medical  Association,  with  a view  toward 
the  extension  of  medical  knowledge,  and  to  the  advance- 
ment of  medical  science;  to  the  elevation  of  the  standard 
of  medical  education,  and  to  the  enactment  and  en- 
forcement of  just  medical  laws,  to  the  promotion  of 
friendly  intercourse  among  the  physicians  and  to  guard- 
ing and  fostering  of  their  opinion  in  regard  to  the  great 
problems  of  medicine,  so  that  the  profession  shall  be- 
come more  honorable  and  capable  within  itself,  and 
more  useful  to  the  public  in  the  prevention  and  care  of 
disease,  and  in  the  prolonging  of  and  adding  comfort 
to  life. 

The  purpose  of  this  Association  shall  be  to  promote 
scientific  medical  research  and  practice  and  it  shall  be  a 
non-profit  organization. 

Article  III 

COMPONENT  SOCIETIES 

Component  Societies  shall  consist  of  those  societies 
which  hold  charters  from  the  Association. 

Article  IV 
MEMBERSHIP 

Section  1.  Members  of  the  Mississippi  State  Medical 
Association.  Members  shall  be  active,  associate,  or  emer- 
itus, acording  to  requirements  and  provisions  of  the  By- 
Laws.  There  may  also  be  invited  guests.  Membership 
other  than  associate  shall  be  construed  as  active  in 
connection  with  the  rights  and  privileges  accruing  there- 
from. 

Section  2.  Guests.  Any  physician  not  a resident  of 
the  state  may  become  a guest  during  any  annual  session 
upon  invitation  of  a member  of  the  Association,  and 
shall  be  accorded  the  privilege  of  participating  in  all 
the  scientific  work  of  that  session. 


Article  V 

SESSIONS  AND  MEETINGS 

Section  1.  The  Association  shall  hold  an  annual  ses- 
sion during  which  there  shall  be  held  daily  not  less 
than  two  general  meetings,  which  shall  be  open  to  all 
registered  members  and  guests. 

Section  2.  The  time  and  place  for  holding  the  annual 
session  shall  be  fixed  by  the  House  of  Delegates,  but 
in  emergencies,  the  Board  of  Trustees  shall  have  the 
power  to  fix,  or  change,  either  the  time  or  the  place, 
or  both  of  the  annual  session. 

Article  VI 

GENERAL  OFFICERS 

Section  1.  The  general  officers  of  this  Association 
shall  be  a President,  President-elect,  three  Vice-Presi- 
dents, one  from  each  Supreme  Court  District,  Secretary- 
Treasurer,  Speaker,  Vice  Speaker,  and  Editor. 

Section  2.  The  President,  President-elect,  and  Vice- 
Presidents  shall  hold  terms  of  one  year.  The  Secretary- 
Treasurer,  Speaker,  Vice  Speaker  and  Editor  shall  be 
elected  for  terms  of  three  years. 

Section  3.  The  officers  of  this  Association  shall  be 
elected  by  the  House  of  Delegates  on  the  last  day  of 
the  annual  session  following  the  adjournment  of  the 
general  meeting,  but  no  person  shall  be  elected  to  any 
such  office  who  has  failed  to  attend  two-thirds  of  the 
past  two  and  current  annual  sessions  and  who  has  not 
been  a member  for  the  past  two  years. 

Section  4.  In  addition  to  these  general  officers,  there 
shall  be  an  Executive  Secretary  who  need  not  be  a 
physician  or  member  of  the  Association.  He  shall  be 
appointed  by  the  Board  of  Trustees  and  shall  serve  at 
the  pleasure  of  the  Association.  His  compensation  and 
expenses  for  duties  performed  shall  be  fixed  by  the 
Board  of  Trustees  and  confirmed  by  the  House  of  Del- 
egates. 

Article  VII 

EXECUTIVE  OR  CENTRAL  OFFICES 

The  Executive  Secretary  shall  maintain  in  the  city 
of  Jackson  suitable  offices  for  the  discharge  of  his  duties 
and  for  conducting  the  administrative  affairs  of  the  Asso- 
ciation. 

Article  VIII 

HOUSE  OF  DELEGATES 

The  House  of  Delegates  shall  be  the  legislative,  busi- 
ness, and  policy-making  body  of  the  Association  and 
shall  consist  of  ( 1 ) delegates  selected  by  the  component 
societies  under  authorized  apportionment,  (2)  the  gen- 
eral officers  of  the  Association,  (3)  all  past  presidents, 
provided  they  still  be  members  in  good  standing  of  the 
Association,  (4)  members  of  the  Board  of  Trustees  and 
Councils,  and  (5)  elected  committees,  Delegates  and 
Alternate  Delegates  to  the  American  Medical  Associa- 
tion, members  of  the  State  Board  of  Health,  and  mem- 
bers of  the  Board  of  Trustees  of  Mental  Institutions,  all 
of  whom  must  be  members  of  this  Association. 
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Article  IX 
BOARD  OF  TRUSTEES 

The  Board  of  Trustees  shall  be  the  executive  and 
governing  body  of  the  Association  during  vacation  of 
the  House  of  Delegates  and  shall  perform  such  duties  as 
are  prescribed  by  law  governing  directors  of  corpora- 
tions and  in  the  By-Laws  of  the  Association.  The  Board 
shall  consist  of  nine  members,  one  from  each  Associa- 
tion District,  elected  for  terms  of  three  years  each.  A 
Trustee  shall  not  serve  more  than  three  consecutive 
terms. 

Article  X 

FUNDS  AND  EXPENSES 

Funds  for  meeting  the  expenses  of  the  Association 
shall  be  arranged  for  by  the  House  of  Delegates  by 
annual  dues,  per  capita  assessments  upon  the  member- 
ship, and  by  voluntary  contributions.  Funds  may  be 
appropriated  by  the  House  of  Delegates  to  defray  the 
expenses  of  the  annual  session,  publications,  and  for 
any  other  purpose  approved  by  the  House  of  Delegates. 

Article  XI 
THE  SEAL 

The  Association  shall  have  a common  Seal  with  power 
to  break,  change  or  renew  the  same  at  pleasure. 

Article  XII 

AMENDMENTS 

The  House  of  Delegates  may  amend  any  article  of 
this  Constitution  by  a two-thirds  vote  of  the  delegates 
registered  at  the  annual  session,  provided  that  such 
amendment  shall  have  been  presented  in  open  meeting 
at  the  previous  annual  session,  and  that  it  shall  have 
been  sent  officially  to  each  component  society  at  least 
two  months  before  the  session  at  which  final  action  is 
taken. 

BY-LAWS 

Chapter  I 
MEMBERSHIP 

Section  1.  Eligibility.  Each  component  society  of  the 
Mississippi  State  Medical  Association  shall  judge  the 
qualifications  of  candidates  for  election  to  membership 
therein,  which  shall  be  restricted  to  those  persons  who 
hold  the  degree  of  Doctor  of  Medicine  from  an  appro- 
priately accredited  source  as  defined  by  the  American 
Medical  Association,  or  in  lieu  thereof,  a foreign  degree 
in  medicine  which  is  an  acceptable  equivalent  to  the 
Board  of  Trustees  and  shall  be  a citizen  of  the  United 
States.  All  candidates  for  any  degree  of  membership 
other  than  associate  must  be  legally  licensed  to  practice 
medicine  in  Mississippi.  Persons  who  obtained  this 
degree  prior  to  January  1,  1917,  need  not  comply  with 
this  requirement  but  must  be  licensed  to  practice  med- 
icine in  Mississippi  or,  if  offering  to  practice  in  Missis- 
sippi must  be  eligible  for  license  by  reciprocity  and  be 
a member  in  good  standing  of  a constituent  (state)  asso- 
ciation of  the  American  Medical  Association.  Member- 
ship in  a component  society,  evidenced  by  the  payment 
of  dues  for  the  current  year,  shall  be  a prerequisite  to 
membership  in  the  Association,  except  that  a physician 
upon  his  initial  application  for  membership  in  a com- 
ponent society  of  the  Association  shall  be  required  to 
undergo  a waiting  period  of  ninety  (90)  consecutive 
days  from  the  date  he  begins  the  practice  of  medicine 
in  the  geographical  area  of  the  component  society  be- 
fore he  may  be  elected  to  membership  in  the  component 
society.  No  physician  shall  be  eligible  for  membership 


who  has  been  convicted  of  or  who  has  plead  guilty 
to  either  a felony  or  a violation  of  a state  or  federal 
narcotics  law.  The  duly  certified  court  record  shall  be 
prinxa  facie  evidence  of  pleas  and  convictions  and  cause 
automatic  revocation  of  membership.  No  physician  shall 
be  eligible  for  election  to  or  continuation  of  membership 
who  does  not  possess  a currently  effective  federal  nar- 
cotics stamp,  provided,  however,  that  physicians  in  full 
time  government  service  who  need  no  registration  to 
use,  prescribe,  and  dispense  narcotic  drugs  and  those 
who,  by  reason  of  type  of  practice,  employment,  inac- 
tivity, or  retirement,  neither  prescribe  nor  dispense  nar- 
cotics and  who  for  this  reason  alone  have  not  applied 
for  registration  shall  be  exempt  from  this  requirement. 

Section  2 (a).  Good  Standing.  Only  those  members 
in  good  standing  shall  be  entitled  to  the  rights  and 
privileges  of  membership.  A physician  not  in  good 
standing  may  not  be  elected  to  office  nor  exercise  the 
privilege  of  voting  or  attending  any  session  of  this 
Association,  scientific  or  otherwise.  The  name  of  a 
physician  upon  the  properly  certified  roster  of  a com- 
ponent society  which  has  paid  its  annual  assessment 
shall  be  prima  facie  evidence  of  his  right  to  register  at 
the  annual  session  of  the  Mississippi  State  Medical 
Association.  No  member  shall  participate  in  any  of 
the  proceedings  of  the  annual  session  until  he  is  duly 
registered.  No  delegate  or  other  member  shall  take  part 
in  any  of  the  proceedings  of  an  annual  session  until  he 
has  complied  with  the  provisions  of  this  section,  (b) 
Change  of  State  Residence.  In  the  event  that  a member 
moves  from  the  State,  his  membership  shall  continue 
until,  and  lapse  at  the  end  of,  the  current  fiscal  year, 
but  this  provision  shall  not  operate  to  prevent  a physi- 
cian who  moves  from  the  state  continuing  his  member- 
ship by  payment  of  all  dues  and  assessments  to  the 
state  Association,  (c)  Obligations  of  Membership.  When 
the  Executive  Secretary  of  the  Mississippi  State  Medical 
Association  is  officially  informed  by  the  secretary  of  a 
component  society  that  a physician  is  not  in  good  stand- 
ing in  the  component  society,  he  shall  remove  the  name 
of  the  physician  from  the  rolls  of  the  Association.  A 
member  shall  hold  his  membership  through  the  compo- 
nent society  in  the  jurisdiction  of  which  he  practices, 
provided  that  a physician  living  on  or  near  a county 
line  may  hold  membership  in  the  society  most  conven- 
ient for  him  to  attend.  If  the  society  in  which  he  chooses 
to  secure  membership  does  not  exercise  jurisdiction  over 
the  area  of  his  residence,  then  permission  must  be  ob- 
tained from  the  jurisdiction  society  to  facilitate  his  affili- 
ation with  the  extra-jurisdiction  society. 

Section  3.  Degrees  of  Membership.  Members  of  the 
Mississippi  State  Medical  Association  shall  be  divided 
into  the  following  classifications:  Active,  emeritus,  and 
associate,  (a)  Active  Membership.  Active  members  shall 
include  all  eligible  members  of  component  societies  in 
good  standing,  providing  that  all  dues  and  assessments 
in  this  Association  as  may  be  hereinafter  prescribed  have 
been  received  by  the  Association,  (b)  Emeritus  Mem- 
bers. Any  members  of  the  Mississippi  State  Medical  As- 
sociation who  has  been  an  active  member  for  any  ten 
consecutive  years  and  shall  have  permanently  retired 
from  the  practice  of  medicine  shall  be  eligible  for  elec- 
tion to  emeritus  membership.  Election  to  emeritus  mem- 
bership for  reason  of  retirement  in  the  case  of  permanent 
and  total  disability  shall  merit  special  consideration  but 
shall  be  subject  to  ruling  by  the  Board  of  Trustees.  Elec- 
tion to  emeritus  membership  shall  be  based  on  the  rec- 
ommendation of  the  component  society  and  the  ap- 
proval of  the  Board  of  Trustees,  (c)  Associate  Mem- 
bership. Any  commissioned  medical  officer  in  the  United 
States  Army,  United  States  Air  Force,  United  States 
Navy,  or  United  States  Public  Health  Service,  or  any 
physician  in  the  employ  of  the  Veterans  Administra- 
tion, not  licensed  to  practice  in  the  State  of  Missis- 
sippi, stationed  in  Mississippi,  members  of  medical 
faculties  of  medical  schools  in  Mississippi,  approved  by 
the  American  Medical  Association,  who  are  not  licensed 
to  practice  in  the  state,  any  hospital  intern,  or  any  hos- 
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pita]  resident  in  Mississippi,  may,  on  election  to  associate 
membership  by  the  component  society  in  whose  juris- 
diction the  physician  resides  become  an  associate  of 
the  Mississippi  State  Medical  Association.  Associate 
members  shall  not  vote  or  hold  office. 

Section  4.  Dues  and  Assessments.  A per  capita  assess- 
ment determined  by  the  House  of  Delegates  shall  con- 
stitute the  dues  of  the  Association,  which  assessment 
shall  be  collected  from  all  active  members  by  the  re- 
spective secretaries  of  the  component  societies,  provided 
that  new  members  shall  be  accepted  on  payment  of 
three-fourths  of  annual  dues  after  May  1 and  one-half 
of  annual  dues  after  September  1.  Each  active  member 
shall  pay  the  prescribed  dues  to  the  officer  designated  by 
the  component  society  for  transmittal  to  the  Executive 
Secretary  of  the  Association.  Dues  shall  include  a sub- 
scription to  the  official  publication  of  the  Association, 

(a)  Members  Excused  From  Payment.  The  Board  of 
Trustees  may,  by  majority  vote,  excuse  a member  from 
payment  of  dues  because  of  undue  hardship  or  similar 
circumstances  warranting  special  consideration  provided 
that  the  component  society  shall  have  excused  in  full 
the  payment  of  dues  for  periods  exceeding  one  year.  Such 
circumstances  shall  be  interpreted  to  include  extended 
illness  and  temporary  disability.  Members  who  shall  have 
attained  age  70  and  who  have  been  active  members  of 
the  Association  for  any  10  consecutive  years  may,  upon 
request,  be  exempt  from  dues  for  life  effective  January  1 
after  the  70th  birthday,  and  such  exemption  shall  con- 
tinue so  long  as  the  member  continues  in  good  standing 
in  his  component  medical  society,  (b)  Emeritus  Mem- 
bers. Physicians  who  have  been  elected  emeritus  members 
shall  not  be  required  to  pay  dues  in  the  Association, 
(c)  Payment  of  Dues  and  Delinquency.  Dues  of  the 
Association  are  due  and  payable  on  December  31  of 
the  year  prior  to  that  for  which  dues  are  prescribed. 
Failure  to  pay  dues  by  April  1 of  the  year  for  which  due 
shall  result  in  forfeiture  of  membership  privileges  and 
the  removal  of  the  member’s  name  from  the  rolls  of  the 
Association.  A five  dollar  ($5.00)  reinstatement  cost 
shall  be  assessed  against  any  member  who  is  delinquent 
by  reason  of  non-payment  of  dues  after  April  1 of  the 
year  for  which  dues  are  payable.  A member  in  good 
standing  who  is  called  to  active  duty  with  the  Armed 
Forces  of  the  United  States  other  than  in  the  regular 
component  shall  be  carried  as  an  active  member  without 
payment  of  dues  until  such  time  as  he  is  released  from 
military  service. 

Section  5.  American  Medical  Association.  Members 
of  this  association  desiring  to  be  members  of  the  Amer- 
ican Medical  Association  may  pay  the  dues  or  apply 
when  eligible,  for  legal  exemption  from  the  dues  of  the 
American  Medical  Association.  Those  desiring  to  do  so 
may  pay  their  dues  to  the  Executive  Secretary  whose 
duty  shall  be  to  transmit  them  to  the  American  Medical 
Association  and  to  obtain  proper  credits  and  receipts 
therefor.1 

Section  6.  Revocation  of  Emeritus  or  Associate  Mem- 
bership. Any  emeritus  or  associate  membership  may  be 
revoked  by  two-thirds  vote  of  the  House  of  Delegates 
when,  in  the  opinion  of  the  House  of  Delegates,  the 
conduct  or  actions  of  the  emeritus  or  associate  member 
violates  any  of  the  principles  of  the  code  of  ethics  or 
whose  conduct  or  actions  are  not  becoming  to  the  honor 
conferred. 

Chapter  II 

ANNUAL  AND  SPECIAL  SESSIONS 

Section  1.  Time  and  Place.  An  annual  session  shall 
be  held  as  required  by  Article  V,  Section  1,  the  Con- 
stitution of  the  Mississippi  State  Medical  Association, 
which  session  shall  in  any  event  be  held  prior  to  the 
annual  session  of  the  American  Medical  Association. 


1 Became  effective  Jan.  1,  1972. 


The  place  of  the  state  session  shall  be  fixed  in  accord- 
ance with  Article  V,  Section  2,  the  Constitution  of  the 
Mississippi  State  Medical  Association. 

Section  2.  Special  Session.  A special  session  of 
the  Association  or  of  the  House  of  Delegates  may  be 
called  by  the  President,  with  the  approval  of  the 
Board  of  Trustees.  The  Board  of  Trustees  is  empow- 
ered to  call  a special  session  by  majority  concurrence. 

Section  3.  Inviting  an  Annual  Session.  A component 
society  desiring  the  Association  and  House  of  Delegates 
to  meet  in  annual  session  in  a city  within  its  jurisdiction 
may  submit  an  invitation  in  writing  or  verbally  through 
its  representative  to  the  House  of  Delegates  at  the  an- 
nual session  concerned  with  the  selection  of  the  site  for 
the  next  regular  scheduled  meeting.  The  dates  and  site 
of  the  annual  session  selected  may  be  changed  by  ma- 
jority vote  of  the  Board  of  Trustees  in  an  emergency 
requiring  such  a change. 

Section  4.  Registration  Privileges.  Only  the  following 
shall  be  permitted  to  register  at  any  session: 

(a)  Active  members 

(b)  Emeritus  members 

(c)  Associate  members 

(d)  Invited  guests 

(e)  Medical  students  of  American  Medical  Associa- 
tion approved  medical  schools  who  are  certified 
to  the  Executive  Secretary  of  the  Association  by 
their  respective  deans. 

(f)  Interns  and  residents  who  are  graduates  of  Amer- 
ican Medical  Association  approved  medical 
schools  and  who  are  connected  with  an  approved 
hospital  and  who  are  certified  to  the  Executive 
Secretary  of  the  Association  by  their  respective 
hospital  superintendents  in  event  they  are  not  as- 
sociate members  of  the  Association. 

(g)  Commissioned  medical  officers  of  the  United 
States  Armed  Forces  who  are  on  active  duty  and 
who  if  not  associate  members  are  certified  to  the 
Executive  Secretary  by  their  Post  or  Base  Sur- 
geons or  Commanding  Officers. 

Section  5.  Indebtedness.  A member  shall  not  be  per- 
mitted to  register  unless  all  current  indebtedness  to  both 
the  Association  and  component  of  proper  jurisdiction  has 
been  paid. 

Section  6.  Admittance.  Admittance  to  any  meeting  of 
the  House  of  Delegates,  any  scientific  section,  or  any 
of  the  various  exhibits  at  an  annual  session  of  the  As- 
sociation shall  be  limited  to  members  in  good  standing, 
duly  registered  and  invited  guests,  members  in  good 
standing  of  the  Woman’s  Auxiliary  to  the  Mississippi 
State  Medical  Association,  duly  accredited  and  regis- 
tered members  of  the  Press,  and  accredited  technical 
and  scientific  exhibitors. 

Chapter  III 
GENERAL  MEETING 

Section  1.  Participation.  The  general  meeting  shall 
include  all  registered  members  and  guests,  who  shall 
have  equal  rights  to  participate  in  the  proceedings  and 
discussions,  but  no  member  shall  vote  on  any  question 
coming  before  a section  of  the  general  meeting  except 
those  who  have  registered  as  members  of  such  sections. 
Each  section  of  the  general  meeting  shall  be  presided 
over  by  its  chairman.  The  address  of  the  President  and 
the  Distinguished  Service  Oration  shall  be  delivered  be- 
fore the  general  meeting  at  such  time  and  place  as  may 
be  arranged. 

Section  2.  Order.  The  order  of  exercise,  papers,  and 
discussions  as  set  forth  in  the  official  program  shall  be 
followed  from  day  to  day  until  it  has  been  completed. 
But  no  section  shall  be  allowed  to  place  more  than  five 
papers  on  its  program,  nor  more  than  two  invited  guest 
essayists  (out-of-state  or  non-member).  When  a section 
program  is  not  completed  within  the  time  assigned,  it 
shall  not  be  allowed  to  continue  into  that  assigned  to 
another  section. 

Section  3.  Time  Restrictions.  No  address  or  paper 
before  the  Association,  except  those  of  the  President 
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and  Orator,  shall  occupy  more  than  twenty  minutes  in 
its  delivery,  except  that  guests  may  be  allowed  thirty 
minutes;  and  in  formal  discussion  no  one  shall  speak 
more  than  five  minutes;  and  in  informal  discussion  no 
one  shall  speak  more  than  three  minutes  and  not  more 
than  one  time.  . . 

Section  4.  Essayists.  With  the  exception  of  the  invited 
guests,  the  essayists  must  be  members  of  the  Association. 
No  name  shall  appear  more  than  once  on  the  printed 
program  to  discuss  a paper  before  the  regular  scientific 
sections  unless  such  person  qualifies  for  membership  as 
provided  in  these  By-Laws. 

Section  5.  Papers.  All  papers  read  before  the  Associa- 
tion shall  be  its  property.  Each  paper  must  be  read  by 
its  author,  and  must  be  deposited  with  the  Secretary 
when  read. 

Section  6.  Failure  to  Read  Paper.  No  author  listed  on 
the  program  who  fails  to  read  a paper  at  the  session 
may  be  allowed  a place  on  the  program  of  the  next  an- 
nual session,  but  if  the  author,  being  unable  to  attend, 
shows  his  good  intent  by  forwarding  his  paper  to  the 
Secretary  before  the  annual  session,  he  shall  not  suffer 
the  penalty. 

Chapter  IV 
SCIENTIFIC  SECTIONS 

Section  1.  Designation  of  Sections.  The  scientific  sec- 
tions of  the  Association  shall  be  as  follows:  (a)  Section 
on  Medicine,  (b)  Section  on  Surgery,  (c)  Section  on 
Preventive  Medicine,  (d)  Section  on  Eye,  Ear,  Nose  and 
Throat,  (e)  Section  on  Pediatrics,  (f)  Section  on  Ob- 
stetrics and  Gynecology,  and  (g)  Section  on  General 
Practice. 

Section  2.  Section  Officers.  Each  scientific  section  of 
the  Association  shall,  as  the  last  order  of  business 
during  its  regular  meeting,  elect  a chairman  who  shall 
serve  for  a period  of  one  year.  A majority  of  votes  cast 
shall  be  necessary  to  elect.  Additionally,  each  section 
shall  elect  a secretary  whose  term  of  office  shall  be  for  a 
period  of  three  years  and  so  arranged  that  secretaries 
shall  be  elected  by  their  respective  sections  at  the  same 
annual  meeting  as  follows:  (1)  Sections  on  General 
Practice  and  EENT,  (2)  Sections  on  Obstetrics  and 
Gynecology  and  Preventive  Medicine,  and  (3)  Sections 
on  Pediatrics,  Surgery,  and  Medicine. 

Section  3.  Program.  The  Council  on  Scientific  As- 
sembly shall  place  any  paper  in  its  proper  section.  The 
Council  shall  so  arrange  the  program  that  no  one  sec- 
tion shall  be  given  precedence  over  others  two  years  in 
succession. 

Chapter  V 
HOUSE  OF  DELEGATES 

Section  1.  Apportionment  and  Representation.  Each 
organized  county  shall  be  entitled  to  representation  in  all 
regular  and  special  sessions  of  the  House  of  Delegates, 
one  delegate  and  one  alternate  for  each  fifty  members  in 
the  county  and  one  delegate  and  one  alternate  for  each 
fraction  thereof,  but  each  organized  county  holding  a 
charter  from  this  organization  having  made  its  annual 
report  and  paid  its  assessments,  as  provided  in  this  Con- 
stitution and  By-Laws  shall  be  entitled  to  at  least  one 
delegate  and  alternate,  said  alternate  delegates  to  act  only 
in  the  absence  of  the  delegate  or  delegates  from  the 
respective  counties.  No  county  in  a component  society 
shall  be  without  representation  in  the  House  of  Dele- 
gates; each  shall  be  entitled  to  one  delegate  and  one 
alternate  without  regard  to  total  membership.  No  alter- 
nate may  be  seated  at  any  regular  or  special  session  of 
the  House  of  Delegates  unless  the  delegates  elected  from 
that  county  shall  be  absent  or  otherwise  unable  to  par- 
ticipate in  the  proceedings.  In  the  event  that  neither  the 
delegate  nor  the  alternate  is  able  to  attend  the  regular  or 
special  session  to  which  they  have  been  accredited,  then 
any  bona  fide  resident  of  the  county  may,  if  properly 
registered,  qualify  himself  as  a delegate.  No  representa- 
tive of  the  component  society  shall  be  seated  in  the 


House  of  Delegates  until  all  his  dues,  assessments,  and 
obligations  to  the  component  society  have  been  paid. 
Delegates  and  alternates  shall  be  elected  by  their  re- 
spective component  societies  for  terms  of  not  less  than 
two  years  and  shall  assume  office  on  the  first  day  of  the 
annual  session  following  their  elections;  they  shall  be 
bona  fide  residents  of  the  counties  which  they  represent. 
Their  names  shall  be  reported  to  the  Central  Office  of 
the  Association  not  later  than  thirty  days  prior  to  the 
first  day  of  the  annual  session.  Representatives  of  com- 
ponent societies  shall  be  seated  in  the  House  of  Delegates 
only  following  their  proper  registration  of  credentials 
from  the  component  societies  they  represent. 

Section  2.  Meetings  and  Attendance.  The  House  of 
Delegates  shall  meet  annually  on  the  first  day  of  the 
annual  session  of  the  Association.  The  House  of  Dele- 
gates shall  meet  for  the  conclusion  of  business  on  the 
last  day  of  the  annual  session  immediately  following 
the  adjournment  of  the  last  general  or  scientific  ses- 
sion, provided  that  these  requirements  shall  not  op- 
erate to  prevent  such  other  meetings  of  the  House  of 
Delegates  during  the  annual  session  as  the  House  itself 
may  order  or  the  President  or  Speaker  may  deem  nec- 
essary, but  no  such  meetings  may  be  called  at  times 
which  would  conflict  with  the  scheduled  general  or 
scientific  session.  Duly  registered  members  and  guests 
may  attend  all  meetings  of  the  House  of  Delegates  pro- 
vided that  they  occupy  a distinctly  separate  section  of 
the  meeting  hall  or  auditorium  and  further  provided  that 
they  shall  not  be  permitted  to  participate  in  any  phase 
of  the  meeting  of  the  House  of  Delegates  except  on  in- 
vitation of  that  body.  By  majority  vote,  the  House  of 
Delegates  may  enter  into  executive  session,  during  which 
time  only  qualified  delegates  and  officers  of  the  Associa- 
tion may  remain  in  attendance. 

Section  3.  Quorum.  A three-fifths  majority  of  regis- 
tered and  duly  seated  delegates  of  this  Association  shall 
constitute  a quorum. 

Section  4.  Order  of  Business.  The  order  of  business 
shall  be  conducted  at  the  pleasure  of  the  House  of  Dele- 
gates, provided  it  shall  not  be  in  conflict  with  either  these 
By-Laws  or  the  Constitution.  Meetings  shall  be  conducted 
according  to  Sturgis  Standard  Code  of  Parliamentary 
Procedure,  and  within  the  bounds  of  courtesy  and  this 
Constitution  and  By-Laws.  Generally,  the  order  of  busi- 
ness shall  be: 

(1)  Adoption  of  the  Transactions  of  the  previous 
meeting. 

(2)  Reports  of  Boards,  Councils  and  Committees. 

(3)  Reports  of  Presidential  Committees. 

(4)  Special  Orders. 

(5)  Unfinished  Business. 

(6)  New  Business. 

Section  5.  Memorials  and  Resolutions.  No  memorials 
or  resolutions  shall  at  any  time  be  issued  in  the  name  of 
the  Mississippi  State  Medical  Association  by  any  officer 
or  member  thereof  until  such  memorial  or  resolution  has 
been  approved  and  adopted  by  the  House  of  Delegates 
or  Board  of  Trustees. 

Section  6.  Duties  and  Responsibilities.  It  shall,  through 
its  officers  and  otherwise,  give  diligent  attention  to  foster 
the  scientific  work  and  spirit  of  the  Association,  and 
shall  constantly  study  and  strive  to  make  each  annual 
session  a stepping  stone  to  future  ones  of  higher  in- 
terest. It  shall  consider  and  advise  the  public  in  those 
important  matters  wherein  it  is  dependent  upon  the  pro- 
fession, and  shall  use  its  influence  to  secure  and  enforce 
all  proper  medical  and  public  health  legislation  and  to 
diffuse  popular  information  in  relation  thereto.  It  shall 
make  careful  inquiry  into  the  condition  of  the  profession 
of  each  county  in  the  state,  and  shall  have  authority  to 
adopt  such  methods  as  may  be  deemed  most  efficient  for 
building  up  and  increasing  the  interest  in  such  county 
societies  as  already  exist,  and  for  organizing  the  profes- 
sion in  the  counties  where  societies  do  not  exist.  It  shall 
especially  and  systematically  endeavor  to  promote 
friendly  intercourse  between  physicians  of  the  same 
locality,  and  shall  continue  these  efforts  until  every 
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physician  in  every  county  in  the  state  has  been  brought 
under  medical  society  influence.  It  shall  encourage  post- 
graduate work  in  medical  centers,  as  well  as  home  study 
and  research,  and  shall  endeavor  to  have  the  results 
utilized  and  intelligently  discussed  in  the  component 
societies.  It  shall  elect  representatives  to  the  House  of 
Delegates  of  the  American  Medical  Association  in  ac- 
cordance with  the  Constitution  and  By-Laws  of  that 
body,  the  term  of  office  to  begin  on  January  1 of  the 
year  following  that  of  the  elections  and  continuing  for 
two  successive  years.  It  shall,  upon  recommendation  of 
the  Board  of  Trustees,  provide  and  issue  charters  to 
counties  organized  to  conform  to  the  spirit  of  the  Con- 
stitution and  By-Laws. 

Section  7.  Reference  Committees.  Business  brought 
before  the  House  of  Delegates  will  normally  be  referred 
by  the  Speaker  for  hearing,  debate,  and  recommenda- 
tion to  a reference  committee.  Sufficient  reference  com- 
mittees shall  be  appointed  by  the  President  to  expedite 
and  assist  in  the  deliberations  of  the  House  of  Delegates. 
Such  committees  shall  consist  of  not  less  than  three  nor 
more  than  five  members,  all  of  whom  shall  be  members 
of  the  House  of  Delegates,  who  shall  serve  only  during 
the  regular  or  special  session  for  which  appointed.  Any 
member  of  the  Association  shall  have  the  privilege  of 
appearing  before  a reference  committee  on  any  issue 
being  considered.  Additionally,  reference  committees  may 
permit  the  appearance  of  any  individual  who,  in  the 
opinion  of  the  committee,  can  assist  its  deliberations. 


Chapter  VI 

ELECTION  OF  OFFICERS 

Section  1.  Ballot.  All  elections  shall  be  by  secret 
ballot,  and  a majority  of  the  votes  cast  shall  be  necessary 
to  elect. 

Section  2.  Nominations.  The  House  of  Delegates  on 
the  first  day  of  the  annual  session  shall  select  a Com- 
mittee on  Nominations  consisting  of  nine  members  of 
the  House  of  Delegates,  one  from  each  Association 
District.  It  shall  be  the  duty  of  this  committee  to  consult 
with  the  members  of  the  Association  and  to  hold  one  or 
more  meetings  at  which  the  best  interests  of  the  Associa- 
tion and  of  the  profession  of  the  state  for  the  ensuing 
year  shall  be  carefully  considered.  The  committee  shall 
nominate  to  the  House  of  Delegates  three  names  for  each 
general  officer  vacancy  and  two  names  for  all  other 
offices.  No  two  candidates  for  President-elect  may  be 
named  from  the  same  county.  Nominations  for  appoint- 
ment to  membership  on  the  Mississippi  State  Board  of 
Health  shall  be  made  by  the  House  of  Delegates  in  ac- 
cordance with  Section  7024,  Mississippi  Code  of  1942, 
provided  that  six  names  shall  be  submitted,  three  of 
whom  shall  be  elected  and  their  names  submitted  to  the 
Governor  as  nominees  from  each  district,  provided  no 
member  shall  be  nominated  who  has  served  two  con- 
secutive terms.  The  House  of  Delegates  shall  nominate 
five  physicians  when  vacancies  occur  on  the  Board  of 
Trustees  of  Mental  Institutions  which  nominations  shall 
be  submitted  to  the  Governor  in  accordance  with  law. 

Section  3.  Report  of  Nominations.  The  House  of 
Delegates  shall  receive  the  report  of  the  Committee  on 
Nominations  and  elect  officers.  Trustees,  and  Council 
members  on  the  last  day  of  the  annual  session. 

Section  4.  Nominations  from  the  Floor.  Nothing  in 
this  Chapter  shall  be  construed  to  prevent  additional 
nominations  being  made  from  the  floor  by  members  of 
the  House  of  Delegates. 

Section  5.  Executive  Secretary.  The  Board  of  Trustees 
shall  select  and  appoint  an  Executive  Secretary  as  else- 
where prescribed  in  the  Constitution  and  By-Laws  of  the 
Association. 


Chapter  VII 
DUTIES  OF  OFFICERS 

Section  1.  President.  The  President  shall  have  general 
supervision  over  all  meetings  of  the  various  bodies  of 
the  Association,  shall  appoint  all  committees  not  other- 
wise provided  for,  shall  deliver  an  annual  address  at  such 
time  and  place  as  may  be  arranged,  and  shall  perform 
such  other  duties  as  custom  and  parliamentary  usage 
may  require.  He  shall  fill  by  appointment  all  vacancies 
occurring  during  his  tenure  of  office  among  the  general 
officers  and  on  the  Board  of  Trustees  and  Councils  and 
shall  be  empowered  to  appoint  such  committees  on  an 
ad  hoc  basis  as  may  be  desired  or  required  to  conduct  the 
affairs  of  the  Association.  He  shall  be  an  ex  officio  mem- 
ber of  all  Councils  and  committees.  He  shall  be  the  real 
and  acknowledged  head,  as  well  as  the  personal  represent- 
ative, of  the  medical  profession  of  the  State  of  Missis- 
sippi during  his  term  of  office,  and  insofar  as  practicable, 
shall  visit  by  appointment  the  various  sections  of  the 
state  and  the  component  societies  of  the  Mississippi  State 
Medical  Association  and  assist  the  Trustees  in  their  tasks 
of  aiding  and  strengthening  the  component  societies  and 
in  making  their  work  more  useful. 

Section  2.  President-elect.  The  President-elect  shall  be 
in  charge  of  the  work  of  organization,  including  member- 
ship, under  the  direction  of  the  President,  and  shall  ex- 
ercise these  duties  and  advise  with  the  Vice  Presidents 
and  with  the  Board  of  Trustees  in  this  phase  of  their 
activity.  He  shall  be  an  ex-officio  member  of  all  Councils 
and  committees.  He  shall  succeed  to  the  presidency  upon 
the  event  of  the  death,  resignation,  or  removal  from 
office  of  the  President.  This  automatic  succession  shall 
not  operate  to  disqualify  him  from  serving  the  next 
regular  term  of  office  unless  he  has  served  more  than 
six  months  as  President. 

Section  3.  Vice  Presidents.  The  Vice  Presidents  shall 
assist  the  President  in  the  discharge  of  his  duties.  They 
shall  further  assist  the  President-elect  in  the  work  of 
organization,  including  membership  in  their  respective 
areas,  and  in  promoting  the  welfare  of  the  Association 
and  the  profession  of  the  state. 

Section  4.  Speaker.  A Speaker  shall  be  elected  for 
a term  of  three  years.  This  officer  may  be  chosen  from 
the  membership  of  the  Association,  irrespective  of  any 
affiliation  with  the  House.  The  Speaker  shall  familiarize 
himself  with  the  rules  and  usages  of  parliamentary  pro- 
cedure, with  the  laws  of  the  House.  On  him  shall  devolve 
the  duty  of  bringing  before  the  House  through  the  var- 
ious officers  and  chairmen  all  reports  and  other  matters 
that  are  to  receive  its  attention.  He  shall  preside  at  all 
meetings  of  the  House  and  perform  the  duties  usual  to 
the  position  and  office  of  chairman  except  in  the  ap- 
pointment of  committees,  which  shall  be  the  privilege  of 
the  President. 

Section  5.  Vice  Speaker.  A Vice  Speaker  shall  be 
elected  for  a term  of  three  years  to  run  concurrently 
with  that  of  the  Speaker.  The  Vice  Speaker  shall  assist 
the  Speaker  in  all  duties  prescribed  in  these  By-Laws. 

Section  6.  Secretary-Treasurer.  The  Secretary -Treas- 
urer shall  be  elected  for  a term  of  three  years.  He  shall 
perform  such  duties  ordinarily  devolving  on  a secretary 
of  a corporation  by  law,  custom,  or  parliamentary  usage 
and  shall  enjoy  the  rights  and  perform  such  other  duties 
as  may  be  granted  or  imposed  in  the  Constitution  and 
these  By-Laws.  He  may  delegate  such  duties  as  are 
herein  described  to  the  Executive  Secretary  who  shall  be 
responsible  therefor.  He  shall  be  an  ex-officio  member  of 
all  Councils  and  committees. 

Section  7.  Executive  Secretary.  The  Executive  Secretary 
shall  be  appointed  by  the  Board  of  Trustees  and  shall 
serve  at  the  pleasure  of  the  Association.  He  need  not  be 
a member  of  the  Association  nor  a physician.  He  shall 
maintain  a Central  Office  for  the  Association  and  shall  be 
responsible  for  the  management  and  proper  functioning 
of  the  Central  Office  to  the  President  of  the  Association 
and  the  Board  of  Trustees.  He  shall  attend  all  sessions 
and  meetings  of  the  Association,  the  House  of  Delegates, 
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the  Board  of  Trustees,  and  shall  serve  at  all  times  to 
perform  such  other  duties  as  may  be  deemed  beneficial  to 
the  Association  by  the  President  and  Board  of  Trustees. 
He  shall  assist  elected  officers,  Councils,  committees,  and 
Trustees  in  the  performance  of  their  duties.  Under  in- 
structions from  the  President,  he  shall  conduct  a com- 
prehensive program  of  public  education  and  all  such 
other  activities  as  may  disclose  favorably  to  the  public 
at  large  the  aims,  objectives,  and  goals  of  service  of  the 
medical  profession  in  Mississippi.  He  shall,  when  re- 
quested, place  himself  in  position  to  assist  any  of  the 
component  societies  of  the  Association  and  he  shall 
attend  meetings  of  the  component  societies  when  invited 
by  officers  thereof.  He  shall  be  made  custodian  of  rec- 
ords, books  and  papers  belonging  to  the  Association  and 
he  shall  keep  account  of  and  promptly  place  under  the 
supervision  of  the  Secretary-Treasurer  such  funds  as  may 
be  delivered  into  his  hands  in  the  name  of  the  Associa- 
tion. He  shall  give  bond  at  the  expense  of  the  Association 
in  such  amount  as  may  be  required.  He  shall  provide 
for  the  registration  of  the  members  and  delegates  at  the 
annual  session  and  cooperate  in  preparing  for  and  ar- 
ranging all  functions  of  the  Association,  including  the 
annual  session.  He  shall  procure  an  exact  transcript  of 
all  proceedings  of  the  House  of  Delegates.  He  shall 
maintain  a register  of  all  legal  practitioners  in  Mississippi 
and  he  shall  maintain  detailed  and  exact  records  of  the 
membership  with  regard  to  component  societies,  the 
Mississippi  State  Medical  Association,  and  the  American 
Medical  Association.  He  shall  issue  evidence  of  member- 
ship to  each  physician  who  pays  the  annual  assessment 
and  is  accepted  in  the  Mississippi  State  Medical  Associa- 
tion. He  shall  maintain  close  and  complete  liaison  with 
the  American  Medical  Association  and  shall  keep  the 
component  societies  informed  of  activities,  programs,  and 
mandates  of  both  the  state  Association  and  the  Ameri- 
can Medical  Association.  He  shall  publish  from  the 
Central  Office  such  memoranda,  bulletins,  and  miscel- 
laneous publications  as  may  be  directed  by  the  President, 
the  Board  of  Trustees,  and  the  House  of  Delegates.  He 
shall  conduct  the  official  correspondence  of  the  Associa- 
tion as  he  may  be  directed.  He  shall  employ  such  as- 
sistants as  may  be  required,  upon  authorization  of  the 
Board  of  Trustees.  He  shall  supply  each  component 
society  with  blank  forms  to  be  used  in  connection  with 
membership  and  reports.  He  shall  maintain  records  of 
monies  paid  by  the  component  societies  for  assessments 
and  dues.  He  shall  prepare  and  publish  under  the  direc- 
tion of  the  President  and  Board  of  Trustees  such  pro- 
grams as  may  be  necessary  for  official  functions  of  the 
Association.  He  shall  be  reimbursed  for  expenses  in- 
curred in  the  performance  of  his  duties,  separately  and 
in  addition  to  his  regular  compensation. 


Chapter  VIII 
BOARD  OF  TRUSTEES 

Section  1.  Board  of  Trustees.  The  Board  of  Trustees 
shall  be  the  executive  and  governing  body  of  the  As- 
sociation during  vacation  of  the  House  of  Delegates.  It 
shall  consist  of  nine  members,  one  from  each  Association 
District,  where  terms  of  office  shall  be  three  years  and 
so  arranged  that  only  three  members  are  elected  an- 
nually. A Trustee  shall  not  serve  more  than  three  con- 
secutive terms.  During  vacation,  the  Board  of  Trustees 
shall  exercise  the  powers  conferred  upon  the  House  of 
Delegates  by  the  Constitution  and  these  By-Laws,  pro- 
vided that  in  the  exercise  of  these  powers  thus  conferred, 
the  Board  of  Trustees  shall  neither  consider  nor  act  to 
contravene  any  action,  mandate,  or  policy  of  the  House 
of  Delegates  which  may  still  be  in  effect. 

Section  2.  Officers  of  the  Board.  The  Board  of  Trustees 
shall  elect  from  its  membership  a Chairman,  a Vice 
Chairman,  and  a Secretary  for  terms  of  one  year  during 
the  last  day  of  the  annual  session  following  adjourn- 
ment of  the  House  of  Delegates.  These  officers  of  the 
Board  shall  compose  its  Executive  Committee.  The  duties 
of  the  Secretary  may  be  delegated  to  the  Executive 


Secretary  who  shall  maintain  such  special  records  and 
transcripts  of  meetings  as  the  Board  may  desire. 

Section  3.  Meetings  of  the  Board.  The  Board  of 
Trustees  shall  meet  daily  during  the  annual  session  of 
the  Association  and  at  such  other  times  as  necessity  may 
require,  subject  to  the  call  of  the  Chairman  or  on  petition 
of  any  three  members  of  the  Board. 

Section  4.  Executive  Committee.  The  Executive  Com- 
mittee of  the  Board  of  Trustees  shall  be  empowered  to 
act  in  behalf  of  the  Board  on  all  matters  delegated  to 
it  by  majority  vote  of  the  Board.  The  acts  of  the  Execu- 
tive Committee,  however,  shall  be  subject  to  confirma- 
tion by  the  Board. 

Section  5.  Reports  of  the  Board  of  Trustees.  The 
Board  of  Trustees  shall  make  an  annual  report  to  the 
House  of  Delegates  and  such  supplemental  reports  as 
necessity  may  require  at  a time  designated  in  the  regular 
transaction  of  the  business  of  the  House.  The  report 
shall  be  made  by  the  Chairman,  the  Vice  Chairman,  the 
Secretary,  or  the  Executive  Secretary.  The  reports  of  the 
Board  shall  be  made  a portion  of  the  annual  transactions 
and  proceedings  of  the  Association. 

Section  6.  Duties  of  Trustees.  Each  Trustee  shall  be 
organizer  and  arbiter  for  his  Association  District.  He 
shall  visit  the  component  medical  societies  within  his 
District  during  each  year  and  shall  make  an  annual  re- 
port of  his  activities  and  of  the  condition  of  the  medical 
profession  of  each  county  of  his  District.  Each  Trustee 
shall  be  reimbursed  for  expenses  incurred  by  him  in 
traveling  within  his  District  or  attending  special  meet- 
ings in  the  performance  of  his  official  duties,  which  will 
be  allowed  upon  presentation  of  an  itemized  and  docu- 
mented account.  This  provision  shall  not  be  construed 
to  include  his  expenses  in  attending  the  annual  session 
of  the  Association. 

Section  7.  Public  Policy.  The  Board  of  Trustees  shall 
have  the  right  to  communicate  the  views  of  the  medical 
profession  and  of  the  Association  in  the  State  of  Mis- 
sissippi with  regard  to  matters  of  medical  science,  health, 
sanitation,  and  allied  spheres  of  activity.  It  shall  ap- 
prove all  memorials  and  resolutions  issued  but  shall  not 
issue  memorials  and  resolutions  heretofore  prohibited  in 
these  By-Laws. 

Section  8.  Association  Districts.  The  State  of  Mis- 
sissippi shall  be  subdivided  into  Association  Districts  by 
counties,  provided  that  all  counties  in  a component 
society  shall  be  in  one  Association  District.  These  dis- 
tricts are  defined  as  follows: 


District  1: 

District  2: 
District  3: 

District  4: 
District  5: 

District  6: 
District  7: 

District  8: 

District  9: 


Bolivar,  Coahoma,  Humphreys,  Leflore, 
Quitman,  Sunflower,  Tallahatchie,  Tunica, 
and  Washington. 

Benton,  DeSoto,  Lafayette,  Marshall,  Pa- 
nola, Tate,  Tippah,  and  Yalobusha. 

Alcorn,  Calhoun,  Chickasaw,  Clay,  Ita- 
wamba, Lee,  Lowndes,  Monroe,  Noxubee, 
Oktibbeha,  Pontotoc,  Prentiss,  Tishomingo, 
and  Union. 

Attala,  Carrol,  Choctaw,  Grenada,  Holmes, 
Montgomery,  and  Webster. 

Hinds,  Issaquena,  Leake,  Madison,  Rankin, 
Scott,  Sharkey,  Simpson,  Smith,  Warren,  and 
Y azoo. 

Clark,  Kemper,  Lauderdale,  Neshoba,  New- 
ton, and  Winston. 

Covington,  Forrest,  George,  Greene,  lasper, 
Jefferson  Davis,  Jones,  Lamar,  Marion, 
Pearl  River,  Perry,  and  Wayne. 

Adams.  Amite,  Claiborne,  Copiah,  Frank- 
lin, Jefferson,  Lawrence,  Lincoln,  Pike, 
Walthall,  and  Wilkinson. 

Hancock,  Harrison,  Jackson,  and  Stone. 


Chapter  IX 
COUNCILS 

Section  1.  Councils.  Councils  of  the  Association  shall 
be  elected  standing  bodies  of  the  House  of  Delegates, 
responsible  thereto.  There  shall  be  a Council  on  Medical 
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Service,  a Council  on  Scientific  Assembly,  a Judicial 
Council,  a Council  on  Constitution  and  By-Laws,  a 
Council  on  Legislation,  a Council  on  Budget  and  Fi- 
nance, an  Editorial  Council,  and  a Council  on  Medical 
Education.  A Council  member  shall  not  serve  more  than 
three  consecutive  terms. 

Section  2.  Council  on  Medical  Service.  The  Council 
on  Medical  Service  shall  be  charged  with  the  responsi- 
bilities of  ascertaining  and  studying  all  aspects  of  med- 
ical care  in  Mississippi.  It  shall  examine  and  make 
available  all  facts,  data,  and  opinion  on  timely  and 
adequate  medical  care.  It  shall  investigate  social  and 
economic  aspects  of  medical  care  and  report  its  evalua- 
tions and  findings.  It  shall  suggest  means  of  distribution 
of  adequate  quality  medical  service  to  the  public  con- 
sistent with  the  policies  of  the  Association.  It  shall  act 
as  a factfinding  and  advisory  body  of  the  Association. 
Under  its  jurisdictions,  there  shall  be  assigned  the  ac- 
tivities of  the  Association  in  medical  service,  emergency 
service  programs,  indigent  care,  and  allied  medical 
agencies.  There  shall  be  one  member  from  each  Associa- 
tion District  elected  for  a term  of  three  years  and  so 
arranged  that  only  three  members  shall  be  elected  for 
full  terms  each  year.  The  Council  on  Medical  Service 
shall  appoint  Committees  on  Occupational  Health,  Ma- 
ternal and  Child  Care,  Mental  Health,  Blood  and  Blood 
Banking,  and  Nursing.  Each  committee  shall  consist  of  not 
less  than  five  nor  more  than  seven  members  appointed  for 
periods  of  not  less  than  one  nor  more  than  three  years. 

Section  3.  Council  on  Scientific  Assembly.  The  Council 
on  Scientific  Assembly  shall  be  composed  of  the  Secre- 
tary-Treasurer and  the  chairman  and  secretaries  of  the 
several  scientific  sections.  The  Secretary-Treasurer  shall 
be  chairman  of  the  Council.  Upon  this  Council  shall 
devolve  the  duties  and  responsibilities  of  planning  the 
annual  session  to  include  all  scientific  activity  and  the 
programming  and  scheduling  of  annual  session  events. 
The  Council  shall  be  empowered  to  appoint  such  com- 
mittees for  terms  not  to  exceed  one  year  as  may  be 
necessary  to  assist  in  the  discharge  of  these  duties. 

Section  4.  Judicial  Council.  The  Judicial  Council  shall 
consist  of  nine  members  elected  for  terms  of  three  years 
each,  one  from  each  Association  District.  The  judicial 
powers  of  the  Association  shall  be  vested  in  this  Council 
whose  decision  shall  be  final.  The  Council  shall  have 
jurisdiction  in  all  questions  involving  membership  in  the 
Association,  all  controversies  arising  under  the  Constitu- 
tion and  these  By-Laws,  interpretation  and  application 
of  the  Principles  of  Medical  Ethics  of  the  American 
Medical  Association,  controversies  between  two  or  more 
component  societies  of  the  Association  and  among  mem- 
bers of  the  Association.  The  Council  shall  have  appellate 
jurisdiction  in  questions  and  controversies  referred  to 
the  state  Association  by  appropriate  and  authorized 
bodies  of  component  medical  societies.  Appeals  shall 
be  perfected  within  six  months  following  the  date  of 
decision  by  the  constituted  authority  of  the  component 
society.  The  Council,  under  these  several  authorities,  may 
conduct  such  hearings  as  may  be  necessary  and  after 
due  and  legal  processes  may,  by  majority  opinion,  cen- 
sure, suspend,  or  expel  any  member  for  infraction  of 
the  Constitution  or  these  By-Laws. 

Section  5.  Council  on  Constitution  and  By-Laws.  The 
Council  on  Constitution  and  By-Laws  shall  consist  of 
three  members  elected  by  the  House  of  Delegates  for 
terms  of  three  years  each.  To  this  Council  shall  be  re- 
ferred all  suggested  amendments  and  changes  in  the 
Constitution  and  By-Laws  of  the  Association  for  recom- 
mendation to  the  Board  of  Trustees  and  House  of  Dele- 
gates. 

Section  6.  Council  on  Legislation.  The  Council  on 
Legislation  shall  consist  of  nine  members,  one  from  each 
association  district,  elected  by  the  House  of  Delegates  for 
terms  of  three  years  each  which  are  so  arranged  that 
three  members  are  elected  annually.  This  Council  shall 
analyze  proposed  legislation,  recommending  to  the  Board 
of  Trustees  courses  of  action  for  securing  laws  in  the  in- 


terests of  public  health,  scientific  medicine,  as  well  as 
medical  practice.  It  shall  study  and  report  the  need  for 
new  and  remedial  legislation  designed  to  serve  the  best 
interests  of  the  state  and  nation.  This  Council  shall  be 
responsible  to  the  Board  of  Trustees. 

Section  7.  Council  on  Budget  and  Finance.  The  Coun- 
cil on  Budget  and  Finance  shall  consist  of  five  members 
elected  by  the  House  of  Delegates  for  terms  of  three 
years  each  which  are  so  arranged  that  not  more  than 
two  members  shall  be  elected  annually.  This  Council 
shall  receive  reports  of  the  finances  of  the  Association 
and  to  it  shall  be  referred  all  matters  pertaining  to  the 
annual  budget.  The  Council  shall  report  annually  to  the 
House  of  Delegates,  making  specific  recommendations  on 
the  annual  budget  of  the  Association.  This  Council  shall 
be  responsible  to  the  Board  of  Trustees. 

Section  8.  Editorial  Council.  The  Editorial  Council 
shall  consist  of  the  Editor  and  the  Associate  Editors, 
elected  by  the  House  of  Delegates  to  serve  two  years, 
and  the  former  shall  serve  as  chairman.  To  this  Council 
shall  be  referred  all  reports  of  scientific  subjects  and 
all  scientific  papers  and  discussions  presented  before  the 
Association  and  its  component  societies.  The  Council 
shall  consider  for  publication  in  the  official  organ  of 
the  Association  such  papers,  reports,  and  other  data  as 
may  serve  to  further  and  advance  scientific  medicine  in 
Mississippi.  It  shall  exercise  editorial  authority  over  the 
official  organ  of  the  Association.  This  Council  shall  be 
responsible  to  the  Board  of  Trustees. 

Section  9.  Council  on  Medical  Education.  The  Coun- 
cil on  Medical  Education  shall  consist  of  three  mem- 
bers elected  by  the  House  of  Delegates  for  terms  of 
three  years  each.  To  this  Council  shall  be  assigned 
the  responsibilities  of  encouraging  undergraduate  and 
postgraduate  study  of  medicine,  licensure,  and  facilities 
for  medical  education  in  the  state.  This  Council  shall 
be  responsible  to  the  Board  of  Trustees. 

Chapter  X 

COMMITTEES  OF  THE 
BOARD  OF  TRUSTEES 

Section  1.  Committees  of  the  Board  of  Trustees. 
Standing  committees  of  the  Board  of  Trustees  shall  con- 
sist of  the  Advisory  Committee  to  the  Medical  Auxiliary, 
Peer  Review  Committee,  the  Committee  on  Publications, 
and  the  Committee  on  Medicine  and  Religion.  All  com- 
mittees of  the  Board  of  Trustees  shall  be  appointed  by 
the  Board  for  terms  specified  unless  their  selection  is 
otherwise  prescribed. 

Section  2.  Advisory  Committee  to  the  Medical  Aux- 
iliary. The  Advisory  Committee  to  the  Medical  Auxiliary 
shall  consist  of  three  members  appointed  for  terms  of 
three  years  each.  The  committee  shall  be  charged  with 
the  responsibility  of  advising  the  Woman's  Auxiliary  to 
the  Mississippi  State  Medical  Association  on  matters  of 
organization  and  program  activity  relating  to  the  sup- 
portive role  of  the  Auxiliary  in  its  work  with  the  Associa- 
tion. 

Section  3.  Peer  Review.  The  Committee  on  Peer  Re- 
view shall  consist  of  nine  members,  one  from  each  As- 
sociation district,  appointed  for  terms  of  three  years  each 
so  as  to  provide  for  appointment  of  three  members  an- 
nually. Members  of  this  committee  shall  not  simultane- 
ously serve  on  any  disciplinary  body  of  the  Association 
or  its  component  medical  societies.  To  this  committee 
shall  be  assigned  the  work  of  peer  review,  including  but 
not  limited  to  resolution  of  differences  between  patient 
and  physician,  review  of  the  quality  of  medical  care, 
adequacy  and/or  reasonableness  of  fees,  whether  due  or 
paid  from  private  or  public  sources,  utilization  of  health 
care  resources,  and  liaison  with  private  and  public  sources 
of  medical  care  financing.  The  committee  is  empowered 
to  encourage  a response  from  any  member  of  the  As- 
sociation in  writing  or  by  personal  appearance,  authority 
to  initiate  investigations  on  its  own  motion,  and  authority 
to  file  charges  against  a member  in  the  name  of  the 
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committee  before  the  Judicial  Council  or  a disciplinary 
body  of  a component  medical  society.  Under  no  circum- 
stances, however,  shall  the  Committee  on  Peer  Review 
exercise  any  disciplinary  function  nor  shall  it  be  em- 
powered to  alter  the  status  or  standing  of  any  member. 
The  committee  shall  be  empowered  to  prescribe  its  rules 
of  operation  which  shall  not  be  in  conflict  with  the 
policies  or  By-Laws  of  the  Association.  The  committee 
shall  also  encourage  and  assist  component  medical  soci- 
eties in  forming  Committees  on  Peer  Review  at  the  local 
level. 

Section  4.  Committee  on  Publications.  The  Commit- 
tee on  Publications  shall  consist  of  six  members.  These 
shall  consist  of  the  Editor,  the  two  Associate  Editors, 
and  three  others,  the  three  latter  being  appointed  by  the 
Board  of  Trustees  for  terms  of  three  years  which  are  so 
arranged  to  provide  for  appointment  of  one  such  mem- 
ber annually.  The  chairman  of  the  committee  shall  be 
designated  by  the  Board.  The  committee  shall  imple- 
ment instructions  and  policies  of  the  Board  of  Trustees 
relating  to  the  official  Journal  of  the  Association.  Addi- 
tionally, the  committee  shall  study  and  recommend  to 
the  Board  policy  proposals  relating  to  organization  and 
production  of  the  Journal,  reporting  annually  its  delib- 
erations. 

Section  5.  Committee  on  Medicine  and  Religion.  The 
Committee  on  Medicine  and  Religion  shall  consist  of  six 
members  appointed  for  terms  of  three  years  each  and  so 
arranged  to  provide  for  appointment  of  two  members 
annually.  The  committee  shall  be  responsible  for  formu- 
lating a program  in  the  field  of  medicine  and  religion 
and  for  carrying  out  such  assignments  as  may  be  made 
in  this  connection  by  the  Board  of  Trustees. 

Section  6.  Committee  on  Long-Range  Planning.  The 
Committee  on  Long-Range  Planning  shall  consist  of  five 
members  appointed  for  terms  of  five  years  each  and 
so  arranged  to  provide  for  appointment  of  one  member 
annually.  This  committee  shall  receive  charges  from  the 
Board  of  Trustees  and  shall  assess  developments  and 
requirements  in  fields  of  association  activity,  making 
recommendations  for  courses  of  action  to  achieve  maxi- 
mum possible  effectiveness  in  all  fields  of  association 
activity. 

Chapter  XI 
RULES  AND  CONDUCT 

The  Principles  of  Medical  Ethics  of  the  American 
Medical  Association  shall  govern  the  conduct  of  mem- 
bers in  their  relations  to  each  other  and  to  the  public. 

Chapter  XII 
COMPONENT  SOCIETIES 

Section  1.  Component  Societies.  All  component  so- 
cieties now  in  affiliation  with  this  Association  or  those 
that  may  hereafter  be  organized  in  this  state,  which  have 
adopted  principles  of  organization  not  in  conflict  with 
this  Constitution  and  By-Laws  shall,  upon  application 
to  the  Board  of  Trustees  and  approval  by  the  House  of 
Delegates,  receive  a charter  from  and  become  a com- 
ponent part  of  this  Association.  The  Board  of  Trustees 
and  House  of  Delegates,  on  recommendation  by  the 
Judicial  Council,  shall  have  authority  to  revoke  the 
charter  of  any  component  society  whose  actions  are  in 
conflict  with  the  letter  and  spirit  of  this  Constitution  and 
By-Laws. 

Section  2.  Number  of  Societies.  Only  one  component 
medical  society  shall  be  chartered  in  any  county  but 
nothing  in  this  section  shall  be  construed  as  to  prohibit 
unofficial  organization  of  medical  clubs  or  other  county 
level  groups  of  physicians  whose  purpose  it  is  to  further 
and  advance  scientific  medicine  and  postgraduate  med- 
ical education. 

Section  3.  Members  of  Societies.  Each  component 
society  shall  judge  the  qualifications  of  its  own  mem- 
bers, but  as  such  societies  are  the  only  portals  to 
this  Association  and  to  the  American  Medical  As- 
sociation, every  reputable  and  legally  registered  phy- 


sician who  is  qualified  under  Chapter  I,  Section  1,  of 
these  By-Laws  shall  be  eligible  for  election  to  member- 
ship. Before  a charter  is  issued  to  any  component  socie- 
ty, full  and  ample  opportunity  shall  be  given  to  every 
such  physician  in  the  county  to  become  a member. 

Section  4.  Right  of  Appeal.  Any  physician  who  may 
feel  aggrieved  by  the  action  of  the  society  of  his  county 
or  District  in  refusing  him  membership,  or  in  suspend- 
ing or  expelling  him,  shall  have  the  right  to  appeal  to  the 
Judicial  Council,  which,  upon  a majority  vote,  may  per- 
mit him  to  petition  for  membership  in  an  adjacent 
society. 

Section  5.  Evidence  of  Appeals.  In  hearing  appeals, 
the  Judicial  Council  may  admit  oral  or  written  evidence, 
as  in  its  judgment  will  best  and  most  fairly  present  the 
facts,  but  in  case  of  every  appeal,  efforts  at  a concilia- 
tion and  compromise  shall  precede  all  such  hearings. 

Section  6.  Area  Jurisdiction.  A physician  living  on  or 
near  a county  line  may  hold  his  membership  in  that 
county  most  convenient  for  him  to  attend,  on  permission 
of  the  society  in  whose  jurisdiction  he  resides. 

Section  7.  Professional  Authority.  Each  component 
society  shall  have  general  direction  of  the  affairs  of  the 
profession  in  its  jurisdiction  and  shall  constantly  use  its 
influence  to  the  moral  and  professional  betterment  of  its 
physicians,  to  the  end  that  the  membership  shall  embrace 
every  qualified  physician  in  its  jurisdiction. 

Section  8.  Meetings.  Frequent  meetings  shall  be  en- 
couraged, and  the  most  attractive  programs  arranged 
that  are  possible.  The  younger  members  shall  especially 
be  encouraged  to  do  postgraduate  work,  and  to  give  the 
society  first  benefit  of  such  labors.  Official  positions  and 
other  preferments  shall  be  unstintingly  given  to  such 
members. 

Section  9.  Delegates.  Each  county  shall  be  entitled  to 
representation  in  the  House  of  Delegates  of  this  Associa- 
tion, one  delegate  for  each  fifty  members  or  fraction 
thereof.  Delegates  shall  be  elected  for  terms  of  not  less 
than  two  years  and  societies  shall  report  such  elections 
to  the  Executive  Secretary  of  the  Association  in  no  event 
later  than  thirty  days  before  the  annual  session. 

Section  10.  Duties  of  Component  Society  Secretaries. 
The  secretary  of  each  component  medical  society  shall 
perform  such  duties  as  are  usual  and  customary  to  his 
office.  He  shall  maintain  the  official  roll  of  membership 
for  his  society,  shall  collect  dues  and  assessments,  and 
shall  make  official  reports  as  elsewhere  prescribed  in 
these  By-Laws  to  the  Association,  transmitting  dues  in 
behalf  of  component  society  members.  He  shall  conduct 
the  official  correspondence  of  his  component  medical  so- 
ciety. 

Chapter  XIII 
FISCAL  YEAR 

The  fiscal  year  of  the  Association  and  its  component 
county  societies  shall  begin  January  1 each  year  and 
end  on  December  31  following,  but  membership  in  the 
state  Association  shall  not  lapse  until  April  1 of  that 
year. 

Chapter  XIV 
AMENDMENTS 

These  By-Laws  may  be  amended  at  any  annual  session 
by  a majority  vote  of  the  delegates  present  at  that  ses- 
sion, after  the  amendment  has  laid  upon  the  table  for 
one  day. 

Chapter  XV 
REPEALING  AUTHORITY 

Upon  adoption  of  these  By-Laws,  all  previous  By- 
Laws,  motions  of  record,  mandates,  policies,  rules  and 
regulations  in  conflict  therewith  are  hereby  repealed,  ex- 
cept that  officers  elected  to  serve  in  the  Association  and 
its  component  societies  shall  continue  their  incumbency 
until  the  completion  of  their  previously  prescribed  terms 
and  their  successors  elected  under  the  current  By-Laws. 
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Address  of  the  President 


CHARLES  R.  JENKINS,  M.D. 

Laurel,  Mississippi 


For  six  consecutive  years  at  as  many  annual 
sessions,  the  presidents  of  the  Mississippi  State 
Medical  Association  have  addressed  themselves  to 
change: 

— They  have  spoken  of  the  emergence  of  third 
parties,  the  mushroom  growth  of  the  Blue  Plans 
and  private  insurance  in  the  post-World  War  II 
generation. 

— They  have  noted  that  the  public  treasury  is 
the  successor  to  the  private  pocketbook  when  the 
bill  is  paid. 

— They  have  warned  that  the  quality  of  health 
services  can  and  must  be  measured  and  that  a use- 
benefit  relationship  is  indispensable. 

— And  they  have  called  on  the  practicing  phy- 
sician to  assert  his  role  as  the  leader,  warning  that 
he  who  ignores  the  challenge  will  not  be  a factor 
in  the  change. 

This  era  of  change  spanning  a generation  is 
about  ended,  and  I hope  that  we  have  profited 
from  the  intense  scrutiny  and  timely  comment 
given  by  these  leaders.  Although  we  see  through  a 
glass  darkly,  there  is  nothing  very  mysterious 
about  the  shape  and  substance  of  health  care  de- 
livery in  the  last  two  decades  of  the  20th  century. 

It  is  clear  enough  that  a single  third  party  for 
the  purchase  of  health  services  in  the  United 
States  is  less  than  a Congress  away.  In  a sense,  we 
physicians  are  assuring  the  certainty  of  this  event 
with  our  Medicredit  proposal.  We  can  now  give 
full  validity  to  that  catch-phrase  of  the  1950s:  It 
is  no  longer  a question  of  how  the  bill  shall  be 
paid — only  one  of  who  will  do  the  paying. 

But  this  question  is  only  partially  answered  for 
us  at  the  moment,  and  the  half-unknown  is  a mat- 
ter for  the  gravest  concern. 

— Will  we  have  the  full  package,  the  total  na- 
tionalization program,  the  reincarnation  of  Wag- 
ner-Murray-Dingell  of  the  Truman  era?  I think 
not  for  a number  of  reasons,  not  the  least  of 
which  is  the  absurd  cost. 


President,  Mississippi  State  Medical  Association.  1972- 
1973. 

Read  before  the  House  of  Delegates.  105th  Annual  Ses- 
sion, Biloxi,  April  30,  1973. 


— Will  we  have  a program  centered  around 
health  care  corporations,  a sort  of  blueprint  for 
Blue  Cross  survival?  Perhaps  we  will. 

— Will  we  have  a quasi-private  program,  tied 
to  health  insurance  with  most  Americans  inden- 
tured to  contract  practice  in  HMOs?  Perhaps  we 
will. 

— Will  we  have  a health  insurance-oriented 
program  placed  largely  under  the  major  financial 
institutions  with  government  as  a partner?  Per- 
haps we  will. 

— Will  we  have  a uniformly  high  standard, 
quality-assured  program  geared  to  ability  to  pay 
with  government  underwriting?  Perhaps  we  will, 
and  the  prospects  seem  to  be  improving. 

In  any  event,  we  can  look  for  common  features, 
no  matter  which  direction  the  Congress  chooses. 
Medicaid  will  come  to  an  end,  and  in  many  states, 
its  demise  will  be  unlamented.  We  will  see  a 
catastrophic  coverage  feature  aimed  at  taking 
bankruptcy  out  of  illness.  We  will  see  uniformly 
rigid  cost  controls,  and  we  will  see  careful  man- 
agement of  quality. 

As  if  there  were  some  master  timetable,  the 
92nd  Congress  provided  the  quality  measure  in 
Professional  Standards  Review  Organizations. 

The  work  of  medicine  in  peer  review  and  in- 
quisitive innovation  has  not  gone  unrewarded,  be- 
cause we  have  the  first  shot  at  keeping  the  initia- 
tive. Without  any  question,  this  is  the  most  urgent 
and  massive  challenge  before  us  today. 

The  acceptable  alternatives  to  a working,  pro- 
ductive, results-oriented  PSRO  have  been  swept 
away.  We  need  no  longer  flog  that  dead  horse 
about  doing  this  job  or  having  it  done  for  us. 

Be  assured  that  if  we  do  not  do  this  job.  it 
will  be  done  to  us. 

This,  in  essence,  is  the  convincing  case  for  field- 
ing a maximum  effort  on  PSRO.  And  in  that  con- 
nection, 1 have  some  good  news  and  some  bad 
news. 

The  good  news  is  that  American  medicine  got 
peer  review  into  business  with  a seriousness  which 
cannot  be  denied.  With  or  without  a single  law 
on  the  books — past,  present,  or  future — this  effort 
can  pay  the  greatest  dividends  in  improved  pa- 
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tient  care  since  Lister  decided  that  sepsis  isn't 
good  for  us. 

In  the  space  of  less  than  three  years,  Ameri- 
can medicine  managed  to  marshal  some  of  the 
most  productive,  ingenious,  and  forward  looking 
programs  which  have  emerged  from  a profession 
or  industry  in  recent  times.  It  is  true  that  we 
have  certain  incentives  which  generated  unprece- 
dented energies,  but  it  is  something  which  we 
should  have  done  a generation  ago. 

The  bad  news  is  that  our  position  in  PSRO  is 
much  more  tenuous  than  we  would  prefer.  Initial- 
ly, our  emphasis  was  clearly  on  the  economics  of 
health  care,  and  throughout  American  medicine, 
the  early  days  of  peer  review  were  devoted  to  fees 
and  costs.  We  may  have  been  wise  to  have  sep- 
arated quality  and  costs,  but  this  is  now  a moot 
point. 

The  statute  as  enacted  is  something  less  than 
mortgage-secured  guarantee.  More  realistically, 
we  are  the  parties  giving  the  mortgage,  for  per- 
formance minimums  will  be  unilaterally  judged 
by  government.  And  that,  to  compound  the  mat- 
ter, is  before  the  PSROs  get  a permanent  job. 

Despite  crash  effort,  the  massive  program  of 
AMA,  the  rash  of  meetings,  and  a growing  liberal 
attitude  toward  getting  into  almost  any  acceptable 
medically  oriented  program,  there  is  a distressing 
lack  of  uniformity  in  quality  assessment  methodol- 
ogy. Qualified  staff  is  thin  to  nonexistent,  de- 
pending on  where  you  are.  Physicians,  hardly 
lacking  for  literature  and  information,  still  have 
much  homework  to  do. 

I am  neither  the  devil’s  advocate  nor  a wet 
blanket.  But  I believe  that  this  critically  important 
aspect  of  the  delivery  mechanism  ought  not  to 
be  floated  as  an  over-valued  currency  in  an  un- 
certain exchange  market.  Rather,  we  must  get  to 
work  and  fix  a par,  underwrite  value,  and  de- 
mand fair  exchange. 

The  ensuing  months  will  try  the  metal  and 
fabric  of  our  Mississippi  Foundation  for  Medical 
Care.  Since  the  foundation  is  physicians,  it  needs 
us  all  and  we  need  it.  In  fact,  it  will  be  fore- 
doomed without  most  of  us.  But  with  us,  it  can 
be  a pillar  of  strength  in  quality  care  delivery. 

We  must  exercise  caution  in  separating  the 
foundation  from  any  semblance  of  a union.  It 
exists  to  deliver — never  to  impede — health  ser- 
vices. The  foundation  is  a warranty  of  the  ethics 
we  have  proclaimed  since  the  AMA  was  founded 
in  1847.  It  is  a necessary  addition  to  the  house  of 
medicine,  and  it  fits  almost  perfectly  into  the  de- 
sign where  the  patient  is  paramount. 

The  foundation  will  not  be  completely  divested 


of  all  roles  and  prerogatives  in  care  economics 
while  shaping  its  programs  around  quality  assess- 
ment. We  will  do  well  to  remember  that  the  worth 
of  a product  or  service  bears  heavily  upon  cost 
and  price  and  the  willingness  of  the  purchaser  to 
enter  the  market.  An  honest  product,  honestly 
purveyed,  is  always  in  demand. 

As  we  add  to  medicine’s  house  with  our  medi- 
cal care  foundations,  we  cannot  overlook  some 
structural  weaknesses  which  have  developed  in 
the  past  decade.  If  our  component  medical  soci- 
eties are  the  piers  and  beams,  then  the  floors 
and  walls  are  the  state  associations.  If  the  AMA 
roof  doesn’t  cover  all  of  the  structure,  then  we 
have  an  imperfect  building,  subject  to  leaks,  in- 
clement weather,  the  heat  of  a legislative  sum- 
mer, and  the  cold  blasts  of  a third  party  winter. 

Membership  in  all  levels  of  organized  medicine 
is  second  only  in  importance  to  the  M.D.  degree 
and  a license  to  practice.  As  a postscript,  let's 
keep  in  mind  that  the  quality  of  the  degree  and 
the  favorable  licensure  circumstances  are  largely 
achievements  of  the  AMA.  We  owe  it  much. 

UNITY  IN  MEDICINE 

As  with  Lincoln’s  house  divided,  medicine  can- 
not stand  without  structural  unity.  These  admoni- 
tions are  unnecessary  and  inappropriate  for  a 
House  of  Delegates,  but  there  is  missionary  work 
aplenty  back  home  where  many  physicians  are  not 
members  of  their  component  medical  society. 

This  business  of  quality  and  cost  has  its  sub- 
sidiary aspects,  too.  In  the  New  Federalism,  the 
heavy  hand  on  the  national  budget  has  not  been 
loathe  to  fell  a few  sacred  medical  cows.  There 
isn't  much  question  about  OEO  and  its  many 
health  programs.  There  are  burning  questions 
about  Hill-Burton  and  the  Regional  Medical  Pro- 
grams. The  National  Institutes  of  Health,  former- 
ly unassailable  as  the  fortress  of  science,  are  under 
seige.  Comprehensive  Health  Planning  is  getting 
new  life,  and  the  role  of  HEW  is  a reassertion  of 
the  new  and  serious  direction  of  the  health  of  the 
nation. 

We  cannot  stand  on  the  perimeter  merely  look- 
ing at  the  action  in  the  center.  Where  a former 
OEO  health  program  moves  into  HEW,  let  us  not 
be  timid  or  reluctant  to  raise  our  voice  in  its  im- 
plementation and  management.  As  areawide  plan- 
ning councils  are  formed  in  Mississippi,  make  cer- 
tain that  component  medical  societies  name  phy- 
sician-members. 

There  are  implications  with  respect  to  continu- 
ing education  in  care  quality  assessment,  and  the 
day  has  long  passed  when  we  possess  the  or- 
ganic capacity  to  conduct  our  own  programs  in 
medical  organization. 
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This  suggests  the  importance  of  the  Regional 
Medical  Program  and  our  University  Medical 
Center.  The  continued  existence  of  the  former  is 
now  in  question,  and  the  latter  must  expand  its 
role  with  the  practicing  physician  with  or  without 
RMP.  But  we  are  responsible  for  helping  our  uni- 
versity to  make  this  possible.  We  can  and  must 
give  new  and  added  support  to  its  growth  and 
development. 

The  thin  spread  of  our  limited  resources 
showed  up  in  the  recent  session  of  the  Mississippi 
Legislature  where  we  won  some,  lost  some,  and 
had  some  rained  out.  The  positive  economy  and 
austerity  measures  made  necessary  by  membership 
and  federal  grant  considerations  have  taken  a 
toll.  We  will  be  tested  in  devising  ways  to  aug- 
ment our  staff  in  numbers  and  talents.  It  is  fair  to 
say  that  there  is  not  another  medical  association 
with  our  magnitude  of  programs  and  such  a nu- 
merically limited  executive  staff. 

There  is  other  unfinished  business  in  making 
sure  that  our  association  is  tuned  to  the  changing 
times.  We  are  not,  I believe,  sufficiently  respon- 
sive to  the  voice  of  the  young  physician,  yet  he  is 
the  majority.  We  could  not  very  well  survive  the 
one-man,  one-vote  test,  either,  because  our  rep- 
resentation is  notably  misapportioned.  We  some- 
times tend  to  cling  to  established  leadership  to  the 
exclusion  of  systematic  infusion  of  new  and 
younger  blood. 

RECOMMENDATIONS 

Accordingly,  I would  like  to  make  the  follow- 
ing recommendations  to  the  House  of  Delegates: 

( 1 )  That  the  tenure  of  office  of  future  mem- 
bers of  the  Board  of  Trustees  be  limited  to  two 


three-year  terms  rather  than  three.  The  tenure  of 
the  present  members  of  the  Board  would  not  be 
affected. 

(2)  That  the  President  and  the  Speaker  of  the 
House  be  voting  members  of  the  Board  of  Trus- 
tees— this  is  in  line  with  the  AMA,  American 
Academy  of  Family  Physicians,  and  other  na- 
tional medical  organizations. 

(3 ) That  the  immediate  Past  President  sit  with 
the  Board  of  Trustees — this  to  become  effective 
in  1974.  The  immediate  Past  President  is  the  one 
officer  who  by  his  extensive  contacts  the  pre- 
ceding year  can  best  present  to  the  Board  the  de- 
sires of  the  average  association  member. 

(4)  That  an  Ad  Hoc  committee  of  the  House 
of  Delegates  be  formed  to  study  realignment  of 
the  nine  association  districts  to  more  equitably 
divide  the  districts  as  to  number  of  physician 
members — this  committee  to  report  back  with 
concrete  suggestions  to  the  1974  House  of  Del- 
egates. 

These  are  some — certainly  not  all — of  our 
challenges.  Better  than  that,  they  are  also  our 
opportunities.  The  end  of  an  era,  however  trau- 
matic, need  not  simultaneously  signal  the  end  of  a 
cause.  A duty  of  every  profession  is  to  carry  the 
seed  of  its  propagation;  its  opportunity  is  to  carry 
the  seed  of  its  greatness. 

Perhaps  the  veil  of  frustration,  insecurity,  vexa- 
tion, and  uncertainty  results  in  too  much  pessi- 
mism. In  union  there  is  therapy  for  insecurity.  In 
knowledge,  there  is  remedy  for  uncertainly.  In 
strength  of  purpose,  there  is  banishment  for  vexa- 
tion, and  courage  is  the  surety  for  it  all. 

If  the  new  era  cannot  belong  to  us,  better  that 
we  belong  to  the  new  era. 

Let’s  get  to  work.  *** 

535  Fifth  Avenue  (39440) 


IRS  SCORES  AGAIN 

After  he  filed  his  tax  return,  the  assistant  principal  was  called 
into  the  Internal  Revenue  office.  There  an  auditor  told  him,  “Sir, 
you  listed  two  items  that  we  find  interesting.  One  is  a $500  contri- 
bution to  Christian  Science.  The  other  is  $800  in  doctors’  bills.” 
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The  President  Speaking 


“Democracy  in  Medicine” 

ARTHUR  A.  DERRICK,  JR.,  M.D. 

Durant,  Mississippi 


The  AMA  meeting  was  held  recently  in  New  York.  At  the  con- 
vention the  elected  delegates  from  all  the  state  societies  convened 
to  present,  discuss,  vote  on  and,  perhaps  even  settle,  some  of  the 
multiplicity  of  issues  confronting  our  profession.  The  procedures 
followed  the  time-honored  democratic  process  all  the  way  from 
the  “smoke-filled  room”  to  the  parliamentary  dignity  of  the  open- 
ing of  the  House  of  Delegates. 

We,  of  all  people,  should  be  committed  to  the  almost  sacred 
precepts  of  the  democratic  concept,  for  it  was  here,  as  Macauley 
puts  it,  “in  the  depths  of  the  American  forests,”  that  this  principle 
reached  its  apotheosis  in  this  great  country  of  ours.  I freely  admit 
Jefferson  might  have  a little  difficulty  recognizing  some  of  socialist- 
tainted  concepts  that  have  crept  into  our  system,  but  we  must  re- 
member all  of  these  have  been  voted  on  by  our  freely-elected 
representatives,  so  the  ultimate  responsibility  falls  upon  us,  the 
electorate.  In  spite  of  the  shifts  in  the  winds  and  tides  of  errant 
politic  we  remain  the  great  democracy,  so,  likewise,  our  associ- 
ation stands  proud  in  the  medical  world,  and  so  it  must  remain. 

MSMA  has  long  been  blessed  with  a train  of  dedicated  men  of 
competence  serving  us  as  AMA  delegates  who  have  received  and 
deserved  the  trust  and  confidence  of  their  colleagues.  In  spite  of 
the  vociferations  of  the  splinter  groups,  I deeply  feel  that  right 
will  out  and  that  we  are  in  good  hands.  *** 
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Maternal  Stilbestrol  — Genital 
Adenocarcinoma  — and  Followup  of 

Exposed  Young  Women 


The  Editors  of  the  Journal  MSMA  felt  it  ap- 
propriate and  timely  that  full  reproduction  of  this 
Technical  Bulletin  issued  by  the  American  Col- 
lege of  Obstetricians  and  Gynecologists  be  pub- 
lished in  this  Journal.  Critical  epidemiologic 
study  has  suggested  that  maternal  exposure  to 
stilbestrol  or  other  related  nonsteroidal  estrogens 
has  been  of  some  etiologic  significance  in  the  de- 
velopment of  clear-cell  adenocarcinoma  of  the 
vagina  and  cervix  in  female  offspring.  The  num- 
ber of  these  cancers  accumulated  to  date  is  small 
and  the  number  of  women  treated  during  preg- 
nancy with  these  compounds  must  be  enormously 
large.  Precise  data  is  difficult  to  obtain  inasmuch 
as  a latent  period  of  approximately  15-25  years 
seems  to  exist. 

Similar  cause-effect  relationship  is  implicated 
in  the  development  of  vaginal  adenosis  in  female 
offspring  as  well.  There  appeared  to  be  many, 
many  more  cases  of  vaginal  adenosis  reported 
than  clear-cell  carcinoma,  so  that  no  one  is  in  a 
position  to  say  that  adenosis  is  a bona  fide  pre- 
cursor of  the  malignant  process.  The  practical  im- 
plications are  quite  straight-forward  and  simple. 
From  the  standpoint  of  the  young  patient,  an 
awareness  of  these  entities  should  be  clearly  kept 
in  mind  and  appropriate  gynecologic  evaluation 
carried  out  if  the  patient  is  symptomatic.  From 
the  standpoint  of  both  mother  and  female  off- 
spring, the  physician  who  had  utilized  these  prep- 
arations during  pregnancy  in  any  of  his  patients 


should  institute  a course  of  followup  so  that  the 
female  offspring  can  be  brought  under  critical 
surveillance.  In  so  doing,  appropriate  reassurance 
is  important.  The  association  is  not  proved,  but 
suspect.  And  the  risk  factor  for  serious  problems 
appears  to  be  very  low.  The  authors  of  this  Tech- 
nical Bulletin  have  stated  the  case  very  succinctly. 
They  have  been  involved  with  this  interesting  re- 
lationship from  the  start.  For  the  interested  read- 
er, they  have  appended  a helpful  list  of  references. 
All  Mississippi  physicians  should  be  aware  of 
these  newly  described  associations. 

Richard  C.  Boronow,  M.D. 

Department  of  Obstetrics  and  Gynecology 
University  Medical  Center 

The  recent  association  of  clear-cell  adenocarci- 
noma of  the  vagina  and  cervix  in  young  women 
whose  mothers  were  treated  with  stilbestrol  dur- 
ing pregnancy  has  raised  the  problem  of  the  ap- 
proach that  should  be  used  to  follow  and  examine 
these  young  exposed  females.  Most  reported  cases 
of  these  carcinomas  have  occurred  in  patients  be- 
tween 14  to  25  years  of  age.  Stilbestrol,  dienes- 
trol,  and  hexestrol,  all  nonsteroidal  synthetic  es- 
trogens, have  been  implicated  in  the  maternal  his- 
tories of  most  of  the  cases  investigated.  The  doses 
and  duration  of  maternal  hormone  therapy  have 
varied  widely.  As  little  as  1.5  mg  stilbestrol  daily 
taken  throughout  pregnancy  and  administration  of 
the  drug  for  as  short  an  interval  as  12  days  during 
the  first  trimester  have  both  been  associated  with 
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tumor  appearance  in  offspring.  Occasionally  nega- 
tive histories  have  been  encountered  which  sug- 
gest that  other  factors  in  addition  to  maternal 
hormone  administration  are  operative  in  tumor 
formation. 

It  is  not  known  how  many  women  have  been 
treated  with  stilbestrol  or  similar  compounds  dur- 
ing pregnancy  in  years  past,  but  it  is  certainly 
many  thousands.  No  accurate  estimate  can  be 
given  concerning  the  risk  of  tumor  development  in 
an  exposed  female.  However,  over  100  cases  of 
clear-cell  adenocarcinoma  of  the  genital  tract  are 
known  to  have  occurred  in  the  past  few  years  in 
young  females  and  most  have  been  associated  with 
maternal  hormone  therapy.  In  view  of  the  large 
number  of  women  who  were  treated  during  preg- 
nancy, and  the  relatively  few  cases  reported  thus 
far.  the  risk  of  development  in  any  exposed  female 
at  the  present  time  appears  small. 

These  cancers  have  been  detected  in  a few  pre- 
pubertal girls,  but  most  of  the  tumors  have  oc- 
curred in  young  women  after  the  menarche.  The 
tumors  usually  cause  prolonged  vaginal  bleeding 
and  staining  or  discharge.  However,  it  is  important 
to  emphasize  that  asymptomatic  cancers  have  been 
found  on  routine  pelvic  examinations,  a few  of 
which  have  been  performed  only  because  of  a his- 
tory of  maternal  stilbestrol  ingestion.  Although 
vaginal  cytology  can  be  useful  for  tumor  detec- 
tion. false  negative  results  do  occur  and  the  vag- 
inal smear  test  cannot  be  relied  upon  alone  to 
detect  the  tumor.  In  addition,  prolonged  vaginal 
bleeding  in  young  females  can  no  longer  be  as- 
sumed to  be  due  to  anovulation  and  such  young 
patients  should  receive  a pelvic  examination 
whether  or  not  there  is  a definite  history  of  ma- 
ternal hormone  ingestion.  Cases  have  been  en- 
countered in  which  the  presence  of  such  abnormal 
bleeding  has  led  to  the  diagnosis  of  tumor,  and  a 
positive  history  for  maternal  hormones  was  uncov- 
ered only  after  a diligent  retrospective  search  was 
carried  out  subsequent  to  the  patient  being  treated 
for  carcinoma. 

Because  of  the  aforementioned  considerations, 
we  have  recommended  that  all  postmenarchal  fe- 
males whose  mothers  took  stilbestrol  or  similar 
compounds  during  pregnancy  have  a complete 
pelvic  examination,  including  vaginal  cytology.  If 
the  child  is  younger  when  the  gynecologist  first 
becomes  aware  of  the  maternal  history,  some  con- 
tact between  the  physician  and  the  patient  or  her 
family  should  be  maintained  and  certainly  the 
patient  should  be  thoroughly  examined  if  any  ab- 
normal symptoms  develop.  An  adequate  examina- 
tion includes  a careful  evaluation  of  the  vagina 


and  cervix  by  inspection,  palpation,  Schiller-stain- 
ing  and  biopsy  of  abnormal  areas.  Those  areas 
that  appeared  red  or  fail  to  take  Schiller  stain  are 
biopsied.  Such  examination  can  usually  be  easily 
carried  out  in  the  physician’s  office.  Before  the 
examination,  the  procedure  as  well  as  the  reason 
for  it  are  usually  discussed  with  the  patient  and 
her  mother.  This  usually  helps  the  patient  to  relax, 
making  the  examination  easier  and  less  traumatic. 
After  the  smears  have  been  taken  for  cytology,  a 
speculum  can  be  used  to  inspect  the  entire  vagina, 
taking  care  that  the  blades  do  not  obscure  any 
lesion.  A meticulous  digital  examination  also  aids 
in  the  detection  of  any  early  neoplasm.  Occasion- 
ally, irregularity  or  roughening  of  the  vaginal  wall 
will  be  encountered  providing  a clue  that  the 
tumor  may  be  present.  A small  speculum  can  be 
used  for  younger  patients.  If  it  is  impossible  to 
perform  an  adequate  vaginal  examination  in  an 
asymptomatic  female  at  her  initial  office  visit,  she 
can  be  advised  to  use  vaginal  tampons  for  a few 
months  and  this  will  then  usually  allow  an  ade- 
quate examination  to  be  performed  without  dis- 
comfort. 

Although  carcinomas  will  be  infrequently  un- 
covered by  these  screening  examinations,  our  ex- 
perience with  a few  patients  suggests  that  vaginal 
adenosis,  cervical  erosion,  and  transverse  vaginal 
and  cervical  ridges  may  be  found  in  up  to  30%  of 
the  exposed  population.  However,  larger  series 
have  not  yet  been  reported  and  no  accurate  esti- 
mate of  the  incidence  of  vaginal  adenosis  among 
these  patients  can  be  given  at  present.  In  addition, 
it  should  be  noted  that  many  patients  whose  moth- 
ers took  stilbestrol  during  pregnancy  appear  to 
have  normal  vaginal  and  cervical  examinations. 

Patients  whose  first  examination  is  normal  are 
advised  to  have  a return  visit  yearly.  For  those  in 
whom  any  nonmalignant  abnormality  is  found, 
more  frequent  follow-up  is  usually  recommended. 
The  natural  history  of  stilbestrol-associated  ade- 
nosis is  unknown.  Although  adenosis  has  been 
found  frequently  in  cases  of  vaginal  carcinoma, 
we  have  not  yet  observed  any  direct  histologic 
transitions  from  adenosis  to  cancer.  Moreover,  it 
is  apparent  from  the  previously  cited  figures  that 
current  evidence  suggests  there  will  be  few  cases 
of  carcinoma  in  comparison  to  many  cases  of 
vaginal  adenosis. 

Prior  to  the  advent  of  the  use  of  stilbestrol  dur- 
ing pregnancy,  the  few  cases  of  adenosis  reported 
were  treated  by  surgical  extirpation,  cauterization 
or  observation,  and  occasionally  spontaneous  re- 
gression has  been  reported.  Vaginal  adenosis  may 
be  multicentric  and  thus  the  removal  of  one  focus 
cannot  guarantee  its  total  eradication.  It  would 
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seem  reasonable  to  treat  lesions  that  are  sympto- 
matic or  those  that  have  been  associated  with 
nuclear  atypicality  by  local  destruction  or  exci- 
sion. It  may  be  necessary  to  use  a skin  graft  in 
cases  where  surgical  therapy  results  in  the  exci- 
sion of  a large  segment  of  the  vagina.  Close  ob- 
servation is  certainly  necessary  and  in  many  cases 
might  prove  to  be  the  most  prudent  approach  to 
be  followed  in  cases  of  vaginal  adenosis. 

It  is  undoubtedly  wise  in  instances  where  rec- 
ords are  available  to  notify  patients  who  have 
been  treated  with  stilbestrol  during  pregnancy  so 
that  their  daughters  can  be  examined.  In  many 
cases  this  is  not  possible  due  to  the  lack  of  docu- 
mentation of  medicines  that  were  prescribed  10  to 
25  years  ago.  However,  the  mothers  can  at  pres- 
ent be  assured  that  the  risk  of  tumor  development 
in  any  exposed  female  appears  to  be  low. 

It  is  important  that  these  women  and  their 
daughters  realize  that  a regular  vaginal  examina- 
tion should  be  performed  in  females  who  have 
been  exposed  to  stilbestrol  in  utero.  In  most  in- 
stances both  the  patient  and  the  parents  can  dis- 
cuss these  problems  candidly  with  the  physician 
without  raising  undue  concern.  At  present  there  is 
no  evidence  to  indicate  that  males  have  been  af- 
fected by  intrauterine  stilbestrol  exposure. 

The  rare  occurrence  of  these  malignancies  sug- 
gests that  the  experience  of  any  one  clinic  with 
this  tumor  will  be  small.  Therefore  a Registry  of 
Clear-Cell  Adenocarcinoma  of  the  Genital  Tract 
in  Young  Females  has  been  established.  Supported 
by  grants  from  the  National  Institutes  of  Health 
and  the  American  Cancer  Society,  the  Registry  is 
centralizing  information  and  evaluating  data  to 
study  pathogenesis,  maternal  histories  and  therapy 
in  cases  of  cancer  occurring  in  the  United  States 
and  abroad.  All  cases  of  clear-cell  adenocarci- 
noma of  the  genital  tract  occurring  in  women 
under  the  age  of  30  years  are  being  considered, 
whether  or  not  there  is  a history  of  maternal  hor- 
mone ingestion.  All  information  is  kept  strictly 
confidential  and  the  Registry  is  interested  in  ac- 
quiring information  about  all  such  cases  whether 
or  not  they  have  been  published  or  are  going  to  be 
published  by  the  physicians  or  institutions  respon- 
sible for  the  patient  care. 

Communications  should  be  addressed  to: 


shown  that  the  tumors  can  occur  in  the  cervix  as 
well  as  the  vagina.  Patients  thus  far  reported  are 
8 to  25  years  of  age  at  the  time  of  diagnosis  and 
have  been  born  throughout  the  United  States  as 
well  as  in  3 foreign  countries.  Detailed  follow-up 
information  is  available  at  present  in  65  cases. 
Seventeen  of  these  have  died  or  developed  recur- 
rence in  spite  of  the  fact  that  follow-up  in  many 
instances  is  less  than  2 years.  Although  these  can- 
cers are  rare,  they  can  behave  in  a virulent  fash- 
ion. The  frequency  of  asymptomatic  cases  as  well 
as  the  unreliability  of  vaginal  cytology  for  detec- 
tion support  the  value  of  screening  postmenarchal 
females  who  have  been  exposed  prenatally  to  still- 
bestrol  or  similar  drugs. 
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Preliminary  results  from  the  Registry  have 
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Sirs:  Again,  this  year  1 am  compiling  case  re- 
ports of  allergic  reactions  to  biting  insects,  i.e., 
mosquitos,  fleas,  gnats,  kissing  bugs,  bedbugs, 
chiggers,  black  flies,  horseflies,  sandflies,  deer- 
flies,  etc.  I am  also  interested  in  reactions  to  the 
Imported  and  Southern  Fire  Ants. 

I would  like  physicians  to  supply  me  with  case 
reports  of  those  patients  who  have  had  reactions 
to  such  insects.  Please  include  in  the  reports  the 
type  of  reaction  and  the  complications,  if  any, 
the  age,  sex,  and  race  of  the  patient,  the  site  of 
the  bites,  the  season  of  the  year,  the  immediate 
symptoms,  the  skin  test  results,  desensitization  re- 
sults, if  any,  and  any  associated  other  allergies. 
Send  this  information  to  me  at  the  following  ad- 
dress: 

Claude  A.  Frazier,  M.D. 

4-C  Doctor's  Park 

Asheville,  NC  28801. 

Sirs:  With  the  arrival  of  hot  weather  we  ex- 
pect that  Rocky  Mountain  Spotted  Fever 
(RMSF)  will  be  occurring  again  this  year  in  Mis- 
sissippi. Last  year  there  were  13  reported  cases 
in  the  state  with  two  deaths.  Tennessee  and  Ar- 
kansas had  many  more  reported  cases  with  addi- 
tional deaths.  In  order  to  study  this  problem  fur- 
ther, the  Division  of  Preventable  Disease  Control 
in  cooperation  with  three  entomologists  from  Mis- 
sissippi State  University  will  be  collecting  ticks 
from  various  recreational  areas  throughout  the 
state  and  determining  their  rate  of  infection  with 
rickettsiae  or  rickettsial-like  organisms  by  stain- 
ing their  hemolymph.  We  would  like  your  as- 
sistance in  alerting  us  to  any  suspected  cases  of 
RMSF  you  might  encounter.  The  Public  Health 
Laboratory  will  be  able  to  offer  free  complement 
fixation  titers  for  a battery  of  Rickettsial  antigens 
including  R.  rickettsii  (the  etiologic  agent  of 
RMSF),  R.  Canada,  Q.  Fever,  and  the  typhus 
group.  In  addition,  titers  for  Proteus  0X2  and 
0X19  (the  Weil-Felix  Reaction)  are  available 
free  of  charge  through  the  Public  Health  Labora- 
tory. 

We  are  urging  that  paired  sera  be  obtained  for 
rickettsial  titers.  We  will  be  happy  to  provide  in- 
formation of  the  presence  or  absence  of  rickettsi- 
al-like organisms  in  any  ticks  found  on  the  per- 
son of  suspected  cases  or  on  their  pets.  Collected 
ticks  should  be  stored  in  a glass  jar  with  a perfo- 
rated lid.  Ticks  can  be  stored  in  such  containers 
for  months  without  food  or  water. 


Please  call  Dr.  Daniel  J.  Sexton  at  354-6650 
(day)  or  956-6934  (night)  for  any  further  infor- 
mation or  to  report  suspected  cases.  Collect  calls 
will  be  accepted  during  the  day. 

ROCKY  MOUNTAIN  SPOTTED  FEVER 

Identification:  This  prototype  disease  of  the 
spotted  fever  group  is  characterized  by  sudden 
onset,  with  fever  which  ordinarily  persists  for  two 
to  three  weeks,  headache,  chills,  and  conjunctival 
infection.  A maculopapular  rash,  appearing  on 
the  extremities  about  the  third  day,  soon  includes 
the  palms  and  soles  and  spreads  rapidly  to  most 
of  the  body;  petechiae  and  hemorrhages  are  com- 
mon. Fatality  is  about  20  per  cent  in  the  absence 
of  specific  therapy;  death  is  uncommon  with 
prompt  treatment.  Synonyms:  New  World  Spot- 
ted fever,  Tick-borne  typhus  fever. 

Occurrence:  Throughout  most  of  the  United 
States,  during  spring  and  summer.  Most  prevalent 
in  South  Atlantic  states — less  prevalent  in  Rocky 
Mountain  region.  Commonest  in  wooded  subur- 
ban areas  of  the  Piedmont  Plateau.  In  western 
United  States  adult  males  are  attacked  most  fre- 
quently, children  in  the  East;  the  difference  in  in- 
fection relates  to  varied  exposure  to  infected 
ticks.  Fatality  increases  with  age. 

The  infectious  agent  is  Rickettsia  rickettsii. 

Reservoir:  Infection  in  nature  is  maintained 
by  transovarian  and  transstadial  passage  in  ticks. 
The  organisms  can  be  transmitted  to  various  ro- 
dents and  other  animals,  which  assists  in  main- 
taining the  disease  cycle. 

Mode  of  transmission:  Ordinarily  by  bite  of  an 
infected  tick  with  several  hours  of  attachment  to 
allow  “reactivation”;  also  contamination  of  skin 
with  crushed  tissues  or  feces  of  tick.  In  eastern 
and  southern  United  States  the  common  vector 
is  the  dog  tick,  Dermacentor  variabilis;  in  north- 
western United  States,  wood  tick,  Dermacentor 
andersoni;  in  southwestern  United  States,  occa- 
sionally the  Lone  Star  tick,  Amblyomma  ameri- 
canum.  The  rabbit  tick  Haemaphysalis  leporis- 
palustris  is  infected  in  nature  but  usually  does  not 
bite  man.  Three  of  these  ticks  are  known  to  oc- 
cur in  Mississippi. 

The  incubation  period  is  from  three  to  about  10 
days. 

Period  of  communicability:  Not  directly  trans- 
mitted from  man  to  man.  The  tick  remains  in- 
fective for  life,  commonly  as  long  as  18  months. 

Susceptibility  and  resistance:  Susceptibility  is 
general.  One  attack  probably  confers  immunity. 

Laboratory  diagnosis:  Complement  fixation 
tests  using  group-specific  spotted  fever  antigens 
become  positive  in  the  second  week;  the  Weil- 
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Felix  Reactions  with  Proteus  0X19  and  Proteus 
0X2  become  positive  less  often. 

Treatment:  The  tetracycline  antibiotics  or 

chloramphenicol  in  daily  oral  doses  until  patient 
is  afebrile  (usually  three  days)  and  for  one  or  two 
additional  days. 

Preventive  measures:  (1)  Avoid  tick-infested 
areas  when  feasible;  remove  ticks  from  the  per- 
son promptly  and  carefully  without  crushing;  pro- 
tect hands  when  removing  ticks  from  animals. 
Tick  repellents  of  value  are  N,  N-diethyl-m- 
toluamide  and  dimethylphthalate.  (2)  Measures 
designed  to  reduce  tick  populations  are  generally 
impractical.  (3)  Education  of  the  public  in  mode 
of  transmission  by  ticks  and  the  means  for  per- 
sonal protection. 

Daniel  J.  Sexton,  M.D. 
Medical  Epidemiologist 
State  Board  of  Health 
Jackson,  Miss. 


Source:  Beneson,  A.  S.:  Control  of  Communicable  Dis- 
eases in  Man.  APHA,  1970. 


Guinn,  Elias  K.  (E-RET),  Okolona. 
M.D.,  Vanderbilt  University  School  of  Med- 
icine, Nashville,  Tenn.,  1909;  interned  Charity 
Hospital,  Nashville,  Tenn.,  one  year;  member  of 
Fifty  Year  Club  of  MSMA;  Emeritus  member  of 
MSMA  and  AMA;  died  May  16,  1973,  age  92. 


Holland,  William  C.,  Jr.,  Jackson.  Born  in 
Alabama  in  1922;  M.D.,  Vanderbilt  University 
School  of  Medicine,  Nashville,  Tenn.,  1948;  post- 
graduate work  in  physical  chemistry  at  Vanderbilt 
and  Oxford  University;  died  May  22,  1973,  age  51 . 


Dyas,  Edmund  C.,  IV,  Hattiesburg.  Born  Mo- 
bile, Ala.,  Nov.  11,  1939;  M.D.,  Tulane  Univer- 
sity School  of  Medicine,  New  Orleans,  La.,  1965; 
interned  Charity  Hospital,  New  Orleans,  La.,  one 
year;  orthopaedic  residency,  Duke  University, 
Durham,  N.  C.,  1966-1970;  elected  by  South 
Mississippi  Medical  Society. 


Warrington,  Paul  Wesley,  Shelby.  Born 
Batesville,  Miss.,  April  11,  1947;  M.D..  Univer- 
sity of  Mississippi  School  of  Medicine,  Jackson. 
Miss.,  1971;  interned  Memorial  Medical  Center, 
Savannah,  Ga.,  one  year;  elected  by  Clarksdale 
and  Six  Counties  Medical  Society. 


HMO  Sourcebook 
Is  Published 

Publication  of  the  HMO  Sourcebook,  a special 
edition  of  a continuing  study  of  state  laws  affect- 
ing the  prepayment  of  medical  care,  group  prac- 
tice and  HMOs,  has  been  announced  by  the 
Health  Law  Center,  Aspen  Systems  Corporation. 

The  study  is  the  reference  source  on  HMOs  for 
the  U.  S.  Department  of  Health,  Education,  and 
Welfare  and  the  400-page  special  edition  of  this 
study,  the  HMO  Sourcebook,  has  been  prepared 
for  health  professionals,  with  HEW  permission. 

The  reference  work  is  invaluable  for  health 
professionals  interested  in  forming  or  operating 
a group  practice  or  HMO,  affiliating  with  or  using 
such  an  organization,  or  gauging  the  possible 
threat  to  present  fee-for-service  organizations. 

Those  statutes,  rulings,  attorney  general  opin- 
ions, case  laws,  and  legislative  intentions,  which 
make  up  the  general  legal  climate  in  each  state 
and  which  tend  to  block  or  facilitate  the  establish- 
ment of  pre-paid  medical  care,  are  reviewed  in 
the  sourcebook  in  clear  and  concise  language. 

The  sourcebook  points  out  that  only  Florida 
and  Tennessee  have  enacted  specific  HMO  en- 
abling legislation.  In  other  states,  the  HMO  may 
be  formed  under  other  enabling  legislation  such 
as  those  providing  for  the  formation  of  a medical 
service  corporation,  a professional  corporation, 
or  domestic  mutual  insurers.  In  most  states,  how- 
ever, it  has  been  found  that  existing  regulations 
are  inappropriate  for  the  formation  and  operation 
of  HMOs. 

The  obstacles  or  drawbacks  to  the  formation 
of  HMOs,  therefore,  depend  on  the  legal  climate 
in  each  state,  and  the  HMO  Sourcebook  enables 
the  health  professional  and  his  attorney  to  better 
evaluate  present  and  future  prospects  in  each  state 
for  HMOs  and  pre-paid  group  practice  organiza- 
tions. 

Copies  of  the  HMO  Sourcebook  may  be  ob- 
tained for  $24.75  by  writing  to  Dept.  RR,  The 
Health  Law  Center,  Aspen  Systems  Corporation. 
1 1600  Nebel  St..  Rockville,  Md.  20852. 
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O.  J.  Andy  of  Jackson  and  UMC  attended  a 
symposium  on  quantitative  brain  research  in  In- 
dianapolis. 

Helen  C.  Bernfield  of  Jackson  served  as  co- 
chairman  of  the  49th  annual  convention  of  the 
Mississippi  Federation  of  Business  and  Profes- 
sional Women's  Clubs.  Dr.  Bernfield  is  current 
president  of  the  Capitol  BPW  Club. 

Richard  C.  Boronow  of  Jackson  and  UMC  gave 
a presentation  at  the  American  College  of  Ob- 
stetricians and  Gynecologists  conference  in  Bal 
Harbour,  Fla.  Henry  Thiede,  UMC  department 
chairman,  also  attended  the  ACOG  meeting. 

Alfred  W.  Brann,  Jr.,  of  Jackson  and  UMC 
attended  the  regional  Congress  on  the  Quality  of 
Life  held  in  New  Orleans  in  May. 

Joel  T.  Callahan  of  Meridian  has  been  elected 
medical  advisor  to  the  Lauderdale  County  Unit, 
American  Cancer  Society. 

William  R.  Clement  of  Gulfport  announces 
the  relocation  of  his  office  for  the  practice  of 
dermatology  to  0450  Pass  Road. 

Magruder  Corban  of  Gulfport  has  been  elected 
chairman  of  the  Mississippi  Gulf  Coast  Health 
Resources  Council. 

Millard  S.  Costilow  of  North  Carrollton  was 
elected  chairman  of  the  Steering  Committee  of  the 
North  Central  Mississippi  Health  Planning  Coun- 
cil. Alfio  Rausa  of  Greenwood  is  serving  as  sec- 
retary. 

L.  Stacy  Davidson  of  Cleveland  and  Dayton 
E.  Whites  of  Lucedale  have  been  appointed  to 
serve  on  the  General  Alumni  and  Medical  Alum- 
ni Boards  of  Directors  of  the  Ole  Miss  Alumni 
Association.  They  will  serve  three  year  terms. 

Arthur  A.  Derrick,  Jr.,  of  Durant,  MSMA 
president,  was  guest  speaker  at  a banquet  for  re- 
tiring Holmes  Junior  College  faculty. 

John  Y.  Gibson  of  Jackson  and  UMC  took  a 
course  in  cardiac  radiology  at  Albert  Einstein 
College  of  Medicine  in  New  York  in  May. 

Jerry  Gulledge  of  Crystal  Springs  was  a can- 
didate for  the  office  of  alderman  of  the  city  of 
Crystal  Springs. 


James  D.  Hardy  and  Herbert  G.  Langford 
of  Jackson  and  UMC  both  spoke  at  the  New  Or- 
leans symposium  sponsored  jointly  by  the  Missis- 
sippi, Louisiana  and  Arkansas  heart  associations. 

Samuel  B.  Johnson  of  Jackson  was  named  pres- 
ident-elect of  the  Louisiana-Mississippi  Ophthal- 
mological  and  Otolaryngological  Society  at  the 
group’s  annual  meeting  in  Biloxi. 

Travis  E.  Lunceford  and  Mrs.  Lunceford  of 
Maben  were  honored  by  a surprise  reception  and 
‘‘This  Is  Your  Life”  program  at  the  Maben  First 
Baptist  Church  in  recognition  of  Dr.  Lunceford's 
16  years  of  service  to  the  community.  Dr.  Lunce- 
ford is  moving  to  Waco,  Tex.,  to  become  associ- 
ated with  Baylor  University. 

A.  F.  Moss  and  Victor  H.  Applewhite  an- 
nounce their  association  in  the  practice  of  medi- 
cine and  surgery  at  Ellisville  Municipal  Hospital 
in  Ellisville. 

W.  T.  Oakes  of  Amory  was  re-elected  state  ad- 
visor at  the  seventh  annual  convention  of  the 
American  Association  of  Medical  Assistants,  Mis- 
sissippi chapter. 

Mario  R.  Pineda  announces  the  opening  of  his 
office  for  the  practice  of  psychiatry  at  Suite  301, 
Medical  Tower,  440  East  Woodrow  Wilson  in 
Jackson. 

Joseph  A.  Pryor  of  Tupelo  and  Thomas  L. 
Purvis,  Jr.,  of  Natchez  were  installed  as  Fel- 
lows of  the  American  College  of  Obstetricians 
and  Gynecologists  at  its  21st  annual  meeting  in 
Miami  Beach. 

Robert  M.  Ritter  of  Whitfield  has  been  ap- 
pointed to  the  staff  of  the  Jackson  Mental  Health 
Center.  Dr.  Ritter  will  be  involved  in  educational 
and  training  programs  with  the  inpatient  element 
of  service  being  his  primary  responsibility. 

G.  Boyd  Shaw  of  Jackson  has  been  elected  chair- 
man of  the  Hinds-Madison-Rankin  chapter  of  the 
Mississippi  Lung  Association.  Others  elected  to 
the  advisory  board  are  Walter  Treadwell  and 
J.  L.  Wofford  of  Jackson  and  Curtis  Roberts 
of  Pearl.  George  Riley  of  Jackson  was  re-elect- 
ed as  an  honorary  member. 

George  V.  Smith  and  John  Bower  of  Jackson 
and  UMC  attended  sessions  of  the  Southeastern 
Organ  Procurement  Foundation  in  Richmond, 
Va. 
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Book  Reviews 

Newer  Anticancer  Drugs  and  Procedures.  Ed- 
ited by  M.  Fiorentino.  150  pages  with  illustra- 
tions. Padova,  Italy:  Piccin  Medical  Books,  1971. 

The  jacket  of  this  little  book  concisely  de- 
scribes its  contents: 

“This  book  reports  the  Proceedings  of  a 
seminar  held  in  Padova. 

“Italian  physicians  involved  in  the  clinical 
fight  against  cancer  presented  here  for  the 
first  time  new  drugs  such  as  Peptichemio; 
French  and  English  contributors  also  par- 
ticipated to  give  a clear  definition  of  the 
clinical  exploitability  of  Adriamycin,  Me- 
rophan.  Bleomycin,  Mithramycin  and  of 
their  side  effects  and  the  means  of  prevent- 
ing dangerous  toxicity  from  BCNU  and 
Adriamycin.” 

The  physician  who  is  involved  in  treating  can- 
cer with  drugs  is  faced  with  a series  of  decisions 
to  be  made  on  every  case.  First,  there  is  a choice 
of  the  appropriate  drug  or  combination  of  drugs 
and  then  the  selection  of  the  proper  dosage  and 
best  schedule  of  administration.  Subsequently,  the 
patient’s  response  must  be  evaluated  and  deci- 
sions need  to  be  made  regarding  adjustment  of 
drug  dosages  or  schedules  or  changes  in  the  en- 
tire plan  of  treatment.  The  knowledge  and  judg- 
ment for  making  these  decisions  in  many  cases 
must  be  gained  by  experience  or  simply  by  trial 
and  error.  Responsible  physicians  are  always  glad 
to  widen  their  experience  by  taking  into  account 
the  experience  of  others  who  have  explored  their 
same  fields  of  endeavor.  For  this  reason,  this 
volume  might  be  of  benefit  to  physicians  con- 
cerned with  and  experienced  in  the  field  of  chem- 
otherapy. It  certainly  is  not  a primer  for  the  nov- 
ice chemotherapist,  but  it  does  present  informal- 
ly and  in  very  readable  fashion  some  of  the  re- 
sults obtained  by  the  participating  contributors. 
Essentially,  these  are  primarily  phase  I type  stud- 
ies in  which  drugs  are  simply  being  tried  in  a va- 
riety of  patients  to  evaluate  their  possible  effec- 
tiveness in  treating  different  types  of  tumors. 
None  of  these  studies  present  controlled  compari- 
sons between  different  drugs  or  schedules  of 
treatments.  Therefore,  no  definitive  answers  can 


be  derived  from  these  data  but  the  results  can  be 
integrated  into  one’s  own  experience. 

It  appears  fairly  obvious  that  the  rather  strict 
regulations  pertaining  to  the  use  of  experimental 
or  developmental  drugs  in  the  U.S.A.  do  not  have 
their  counterparts  in  European  countries.  The 
rather  loosely  constructed,  uncontrolled  clinical 
experiments  described  in  these  papers  obviously 
would  not  be  permitted  by  physicians  in  similar 
types  of  practices  in  the  U.S.A. 

In  summary,  this  little  volume  might  be  of 
some  interest  as  an  additional  reference  book  for 
experienced  chemotherapists  but  should  not  be 
considered  as  a guide  to  the  use  of  these  very  po- 
tent drugs  by  those  inexperienced  in  their  use. 

Guy  T.  Gillespie,  Jr.,  M.D..  Jackson,  Miss. 

The  Lymphatic  System.  By  Mario  Battennati, 
M.D.,  and  Ippolito  Donini,  M.D.  496  pages  with 
illustrations.  Padua  and  London:  Piccin  Medical 
Books,  1972.  $30.00. 

This  book  represents  a decade  of  work  by  the 
authors  and  is  an  attempt  to  pull  together  all 
that  is  known  about  the  lymphatic  system  which 
they  describe  as  “a  factor  of  vital  importance  to 
the  general  economy  of  the  body.”  They  propose 
to  describe  and  discuss  in  detail  the  anatomy, 
physiology  and  physio-pathology  of  the  lymphatic 
system,  present  a systematic  description  of  pa- 
thology, and  stress  the  biology  of  lymphoid  tissue 
of  significance  to  immunology  of  tissue  trans- 
plant. 

These  are,  of  course,  very  ambitious  objectives, 
and  the  authors  admit  failure  to  achieve  perfec- 
tion. It  is  this  reviewer’s  opinion  that  failure  to 
reach  perfection  is  a rather  euphemistic  descrip- 
tion of  the  effort.  Out  of  500  pages,  less  than  one 
page  is  devoted  to  the  lymphocyte.  1 would  sug- 
gest that  discussion  of  the  biology  of  lymphoid 
tissue  would  require  many  times  that  space  even 
if  only  a glimpse  of  the  essential  physiology  is  to 
be  presented.  “Immune  function  and  the  thymus” 
gets  only  three  pages.  There  is  only  one  reference 
to  the  work  of  R.  A.  Good  and  that  a 1962  pub- 
lication. Pathology  of  the  lymph  nodes  is  dis- 
cussed in  twenty-odd  pages,  and  the  “systematic 
description”  breaks  down  into  inflammatory  con- 
ditions, systemic  tumoral  conditions,  lymph  nodal 
metastases,  and  effects  of  irradiation.  Tumoral 
conditions  refer  to  leukemia  and  sarcomas,  as 
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well  as  granulomatous  disease  including  Hodgkins 
Disease.  There  is  no  reference  to  Lukes  and  But- 
ler and  their  modern  classification  in  Hodgkins 
Disease.  Non-Hodgkins  lymphoma  is  also  not 
classified. 

What  can  be  said  for  the  book  is  obviously 
its  raison  d'etre.  From  page  269  to  412  is  a de- 
scription of  the  lymph  drainage  of  all  major  organ 
systems.  This  is  based  on  the  authors’  extensive 
work  with  injections  of  radiopaque  dyes.  There 
are  numerous  color  plates  as  well  as  x-ray  photo- 
grapic  reproductions.  The  paper  is  excellent,  and 
the  print  and  illustrations  are  good.  The  result  of 
all  of  this,  however,  does  not  add  to  what  is  avail- 
able in  standard  anatomic  or  surgical  texts  and, 
in  my  judgment,  would  not  warrant  the  price  of 
the  book. 

Francis  S.  Morrison,  M.D..  Jackson,  Miss. 

Region  12  MH-MR 
Program  Planned 

According  to  a new  newsletter  issued  by  the 
Region  12  MH/MR  Commission,  the  region  is 
closer  than  ever  to  having  much  needed  mental 
health  and  mental  retardation  services.  The  re- 
gion includes  Jeff  Davis,  Covington,  Jones, 
Wayne,  Marion,  Lamar,  Forrest,  Perry  and 
Greene  counties.  The  regional  commission  has 
given  final  approval  to  a proposal  for  services  in 
the  region.  The  planned  program  will  be  pre- 
sented soon  to  boards  of  supervisors  of  all  coun- 
ties in  the  region  with  a request  for  funding. 

According  to  Dr.  David  S.  Hargrove,  who  has 
coordinated  the  planning  and  will  direct  the  new 
program,  "Recent  cutbacks  in  federal  funding  of 
mental  health  programs  mean  that  the  communi- 
ties of  Region  12  must  support  the  program  if  it’s 
to  operate.  This  can  become  an  advantage  for  it 
will  necessitate  more  community  involvement  and 
may  strengthen  the  program  in  the  long  run.”  The 
Region  12  planning  currently  is  conducted  with 
a one-year  grant  from  the  National  Institute  of 
Mental  Health  and  with  funds  provided  by  several 
of  the  county  boards. 

A major  characteristic  of  the  proposed  pro- 
gram is  its  decentralization.  Center  headquarters 
will  be  in  the  larger  communities  of  Hattiesburg 
and  Laurel,  but  the  smaller  service  centers  pro- 
posed for  every  county  seat  town  will  make  it  pos- 
sible for  the  people  of  the  region  to  receive  ser- 
vices in  their  home  counties. 


Rondomycin 

(methacycline  HCI) 


CONTRAINDICATIONS:  Hypersensitivity  to  any  of  the  tetracyclines 
WARNINGS:  Tetracycline  usage  during  tooth  development  (last  half  of  pregnancy  to  eight 
years)  may  cause  permanent  tooth  discoloration  (yellow-gray-brown),  which  is  more 
common  during  long-term  use  but  has  occurred  after  repeated  short-term  courses 
Enamel  hypoplasia  has  also  been  reported  Tetracyclines  should  not  be  used  in  this  age 
group  unless  other  drugs  are  not  likely  to  be  eftective  or  are  contraindicated. 
Usage  in  pregnancy.  (See  above  WARNINGS  about  use  during  tooth  development.) 

Animal  studies  indicate  that  tetracyclines  cross  the  placenta  and  can  be  toxic  to  the  de- 
veloping fetus  (often  related  to  retardation  of  skeletal  development).  Embryotoxicity  has 
also  been  noted  in  animals  treated  early  in  pregnancy 

Usage  in  newborns,  infants,  and  children.  (See  above  WARNINGS  about  use  during 

tooth  development.) 

All  tetracyclines  form  a stable  calcium  complex  in  any  bone-forming  tissue  A decrease 
in  fibula  growth  rate  observed  in  prematures  given  oral  tetracycline  25  mg/kg  every  6 
hours  was  reversible  when  drug  was  discontinued. 

Tetracyclines  are  present  in  milk  of  lactating  women  taking  tetracyclines 
To  avoid  excess  systemic  accumulation  and  liver  toxicity  in  patients  with  impaired  renal 
function,  reduce  usual  total  dosage  and,  if  therapy  is  prolonged,  consider  serum  level  de- 
terminations of  drug  The  anti-anabolic  action  of  tetracyclines  may  increase  BUN  While 
not  a problem  in  normal  renal  function,  in  patients  with  significantly  impaired  function, 
higher  tetracycline  serum  levels  may  lead  to  azotemia,  hyperphosphatemia,  and  acidosis 
Photosensitivity  manifested  by  exaggerated  sunburn  reaction  has  occurred  with  tetra- 
cyclines. Patients  apt  to  be  exposed  to  direct  sunlight  or  ultraviolet  light  should  be  so  ad- 
vised. and  treatment  should  be  discontinued  at  first  evidence  of  skin  erythema 
PRECAUTIONS:  If  superinfection  occurs  due  to  overgrowth  of  nonsusceptible  organisms, 
including  fungi,  discontinue  antibiotic  and  start  appropriate  therapy. 

In  venereal  disease,  when  coexistent  syphilis  is  suspected,  perform  darkfield  exami- 
nation before  therapy,  and  serologically  test  for  syphilis  monthly  for  at  least  four  months 
Tetracyclines  have  been  shown  to  depress  plasma  prothrombin  activity;  patients  on  an- 
ticoagulant therapy  may  require  downward  adiustment  ot  their  anticoagulant  dosage 
In  long-term  therapy,  perform  periodic  organ  system  evaluations  (including  blood, 
renal,  hepatic). 

Treat  all  Group  A beta-hemolytic  streptococcal  infections  for  at  least  10  days. 

Since  bacteriostatic  drugs  may  interfere  with  the  bactericidal  action  of  penicillin,  avoid 
giving  tetracycline  with  penicillin. 

ADVERSE  REACTIONS:  Gastrointestinal  (oral  and  parenteral  forms)  anorexia,  nausea, 
vomiting,  diarrhea,  glossitis,  dysphagia,  enterocolitis,  inflammatory  lesions  (with  mond- 
ial overgrowth)  in  the  anogenital  region. 

Skin:  maculopapular  and  erythematous  rashes,  exfoliative  dermatitis  (uncommon).  Pho- 
tosensitivity is  discussed  above  (See  WARNINGS) 

Renal  toxicity:  rise  in  BUN.  apparently  dose  related  (See  WARNINGS) 

Hypersensitivity:  urticaria,  angioneurotic  edema,  anaphylaxis,  anaphylactoid  purpura, 
pericarditis,  exacerbation  of  systemic  lupus  erythematosus 
Bulging  fontanels,  reported  in  young  infants  after  full  therapeutic  dosage,  have  disap- 
peared rapidly  when  drug  was  discontinued 
Blood:  hemolytic  anemia,  thrombocytopenia,  neutropenia,  eosinophilia. 

Over  prolonged  periods,  tetracyclines  have  been  reported  to  produce  brown-black  mi- 
croscopic discoloration  of  thyroid  glands,  no  abnormalities  of  thyroid  function  studies  are 
known  to  occur 

USUAL  DOSAGE:  Adults  — 600  mg  daily,  divided  into  two  or  four  equally  spaced  doses 
More  severe  infections:  an  initial  dose  of  300  mg  followed  by  150  mg  every  six  hours  or 
300  mg  every  12  hours.  Gonorrhea  In  uncomplicated  gonorrhea,  when  penicillin  is  con- 
traindicated. Rondomycin  (methacycline  HCI)  may  be  used  for  treating  both  males  and 
females  in  the  following  clinical  dosage  schedule.  900  mg  initially,  followed  by  300  mg 
q.i.d.  foratotal of5.4grams. 

For  treatment  of  syphilis,  when  penicillin  is  contraindicated,  a total  of  18  to  24  grams  of 
Rondomycin'  (methacycline  HCI)  in  equally  divided  doses  over  a period  of  10-15  days 
should  be  given  Close  follow-up.  including  laboratory  tests,  is  recommended. 

Eaton  Agent  pneumonia  900  mg  daily  for  six  days. 

Children  — 3 to  6 mg/lb/day  divided  into  two  to  four  equally  spaced  doses. 

Therapy  should  be  continued  for  at  least  24-48  hours  after  symptoms  and  fever  have 
subsided. 

Concomitant  therapy:  Antacids  containing  aluminum,  calcium  or  magnesium  impair  ab- 
sorption and  are  contraindicated  Food  and  some  dairy  products  also  interfere.  Give  drug 
one  hour  before  or  two  hours  after  meals.  Pediatric  oral  dosage  forms  should  not  be 
given  with  milk  formulas  and  should  be  given  at  least  one  hour  prior  to  feeding 
In  patients  with  renal  impairment  (see  WARNINGS) . total  dosage  should  be  decreased 
by  reducing  recommended  individual  doses  or  by  extending  time  intervals  between 
doses 

In  streptococcal  infections,  a therapeutic  dose  should  be  given  for  at  least  10  days 
SUPPLIED:  Rondomycin  (methacycline  HCI):  150  mg  and  300  mg  capsules,  syrup  con- 
taining 75  mg/5  cc  methacycline  HCI. 

Belore  prescribing,  consult  package  circular  or  latest  PDR  information. 

Rev.  6/73 

^f& 

LTYJ  WALLACE  PHARMACEUTICALS 
\kA  CRANBURY.  NEW  JERSEY  08512 
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Dr.  J.  C.  Longest 
Appointed  to  NICSH  Board 

Dr.  John  C.  Longest,  director  of  the  Student 
Health  Service  at  Mississippi  State  University  at 
Starkville,  has  been  appointed  the  American  Col- 
lege Health  Association’s  representative  to  the 
board  of  directors  of  the  National  Interagency 
Council  on  Smoking  and  Health. 

The  National  Interagency  Council  on  Smoking 
and  Health  is  a voluntary  association  of  34  health, 
education  and  youth  leadership  organizations 
vitally  concerned  with  the  problem  of  cigarette 
smoking  and  its  effects  on  human  health.  It  seeks 
to  be  a cooperative  and  independent  force  to  in- 
form the  public  regarding  the  harmful  effects  of 
tobacco  use,  especially  cigarette  smoking. 

The  council  joins  the  resources  and  energies 
of  its  many  member  organizations  in  behalf  of  a 
single  national  goal.  As  a cooperative  body  it 
avoids  duplication,  serves  as  a medium  for  the 
exchange  of  information,  and  provides  a mecha- 
nism for  stimulating  new  programs  and  for  evalu- 
ating existing  programs  on  smoking  and  health. 

Dr.  Longest  is  currently  serving  as  chairman  of 
the  MSMA  Committee  on  College  Health.  He 
received  his  M.D.  degree  from  LSU  School  of 
Medicine  and  completed  internship  at  Southern 
Baptist  Hospital  in  New  Orleans. 

He  is  a member  of  MSMA,  AMA.  American 
and  Mississippi  Academies  of  Family  Practice, 
American  and  Mississippi  heart  associations, 
American  Cancer  Society,  Mississippi  Thoracic 
Society  and  New  Orleans  Graduate  Medical  As- 
sembly. 

Coast  Center  Plans 
Drug  Abuse  Program 

A $50,000  grant,  for  a one-year  period,  has 
been  made  to  the  Gulf  Coast  Mental  Health  Cen- 
ter for  initiation  and  development  of  a drug  abuse 
program.  The  objectives  of  the  project  are  to  pro- 
vide a measure  of  the  extent,  frequency  and  na- 
ture of  drug  abuse  in  the  region’s  four  counties — 
Harrison,  Hancock,  Pearl  River  and  Stone — and 
to  design  a comprehensive  community  drug  abuse 
service  project. 

Information  which  is  gathered  will  be  used  to 
involve  the  community  in  the  planning,  design 
and  implementation  of  needed  drug  abuse  ser- 
vices. The  planning  project  is  being  coordinated 
by  Leonard  Bruce  Phillips  of  the  center  staff. 


Dr.  Gronvall  Is 
Honors  Day  Speaker 


Dr.  John  Gronvall,  center,  former  University  of 
Mississippi  Medical  Center  associate  director  and 
School  of  Medicine  associate  dean,  was  keynote 
speaker  at  Honors  Day  and  the  Alpha  Omega  Alpha 
initiation  banquet  in  May.  Dr.  Gronvall  is  currently 
University  of  Michigan  medical  school  dean  and 
medical  center  director.  Here  he  talks  with  UMC 
director  and  School  of  Medicine  dean  Dr.  Robert  E. 
Blount,  left,  and  Steve  Hindman,  right,  medical 
school  senior  who  received  both  the  $1,000  Pfizer 
Scholarship  at  Honors  Day  and  the  Leathers  Award 
at  Commencement  as  top  medical  graduate. 


Medicolegal  Forms 
Booklet  Is  Available 

A new  and  expanded  edition  of  the  booklet 
“Medicolegal  Forms  with  Legal  Analysis”  is  now 
available.  The  booklet  has  been  prepared  by  the 
office  of  the  General  Counsel  of  the  American 
Medical  Association. 

The  new  edition  has  been  expanded  to  119 
pages.  The  earlier  edition  contained  49  pages. 
The  new  booklet  contains  an  updated  and  brief 
discussion  of  the  various  areas  of  medical  law  and 
suggested  consent  forms. 

The  booklet  is  available  at  a cost  of  $1.00  per 
copy  or  $.75  per  copy  if  1 1 or  more  are  ordered 
for  delivery  to  a single  address.  Orders  should  be 
directed  to  the  AMA  Order  Department,  535 
N.  Dearborn  St.,  Chicago,  111.  60610.  Refer  to 
OP- 109  when  ordering. 
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Dr.  Norman  C.  Nelson  Becomes  New 
Dean  of  the  University  Medical  Center 


Dr.  Norman  C.  Nelson  will  become  vice  chan- 
cellor for  health  affairs  and  dean  of  the  medical 
school  at  the  University  of  Mississippi  Medical 

Center  in  Jackson 
July  15. 

Dean  at  LSU 
School  of  Medicine  in 
New  Orleans  since 
1971,  the  43-year-old 
surgeon  has  been  on 
the  faculty  there  for 
10  years,  rising  from 
instructor  to  professor 
of  surgery,  becoming 
associate  dean  in 
1969,  and  dean  two 
years  later. 

University  Chan- 
cellor Porter  L.  For- 
tune, Jr.,  said,  “Dr.  Nelson’s  experience  as  prac- 
ticing surgeon,  superior  teacher,  and  successful 
administrator  gives  him  the  solid  background  the 
Medical  Center’s  chief  administrative  officer  must 
have.  He  has  the  proven  ability  and  leadership 
quality  vital  to  the  academic  health  sciences,  par- 
ticularly in  1973  when  changes  in  federal  priori- 
ties have  put  all  university  health  centers  under 
severe  financial  stress.” 

The  new  appointee  succeeds  Dr.  Robert  E. 
Blount,  Medical  Center  director  and  medical 
school  dean,  who  reaches  retirement  age  in  July. 

The  change  in  title  from  director  to  vice  chan- 
cellor reflects  the  increased  and  broadened  re- 
sponsibilities accompanying  Medical  Center 
growth,  Chancellor  Fortune  explained.  The  size 
and  complexity  of  the  Medical  Center,  with  its  es- 
tablished Schools  of  Medicine,  Nursing,  and 
Health  Related  Professions,  and  developing  den- 
tal school,  University  Hospital,  graduate  study, 
research,  and  community  service  programs  call 
for  a different  administrative  structure  than  was 
needed  previously,  he  said. 

Dr.  Nelson  got  his  medical  and  undergraduate 


degrees  at  Tulane  University  and  did  his  intern- 
ship and  residency  at  Charity  Hospital  of  Louisi- 
ana prior  to  a year  as  a clinical  and  research  fel- 
low in  surgery  at  Harvard. 

Dr.  Nelson’s  special  recognitions  include  elec- 
tion to  Omicron  Delta  Kappa,  leadership  frater- 
nity, Phi  Kappa  Phi,  Sigma  Xi,  and  Alpha  Omega 
Alpha,  honor  societies. 

His  academic  career  is  marked  by  five  years  as 
a Markle  Scholar,  a Southern  Surgical  Association 
Shipley  Award,  five  consecutive  years’  recogni- 
tion as  best  clinical  lecturer  at  LSU,  designation 
as  most  inspirational  teacher  in  1966  and  1968, 
and  Class  of  1970  selection  as  outstanding  teach- 
er. 

He  holds  membership  in  20  professional  socie- 
ties including  the  Association  of  American  Medi- 
cal Colleges,  American  Association  for  the  Ad- 
vancement of  Science,  American  Medical  Associ- 
ation, Society  of  University  Surgeons,  and  the 
Association  for  Academic  Surgeons.  He  is  a fel- 
low of  the  American  College  of  Surgeons  and  the 
Southeastern  Surgical  Congress  and  is  current 
president  of  the  Surgical  Association  of  Louisi- 
ana. 

Among  Dr.  Nelson's  numerous  activities  are 
past-chairmanship  of  the  American  College  of 
Surgeons  Region  7 Commission  on  Cancer,  con- 
sultant in  surgery  to  the  USPHS  Hospital  in  New 
Orleans,  service  on  the  board  of  the  Louisiana 
Division,  American  Cancer  Society,  the  medical 
professions  advisory  subcommittee  of  the  Health 
Education  Authority  of  Louisiana,  the  Regional 
Advisory  Group  of  the  Louisiana  Regional  Medi- 
cal Program  and  chairmanship  of  the  committee 
on  health  manpower  of  the  New  Orleans  Area 
Health  Planning  Council. 

Dr.  Nelson  was  born  in  Hibbing,  Minn.,  in 
1929.  In  his  early  childhood,  his  family  moved 
to  Vicksburg  where  his  father  owned  and  man- 
aged the  National  Park  Hotel,  later  to  Biloxi  and 
Houston,  Texas. 


Dr.  Nelson 
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ORGANIZATION  / Continued 

Five  Added  to 
Medical  Center  Faculty 

The  Board  of  Trustees,  Institutions  of  Higher 
Learning,  named  five  full-time  faculty  members 
to  the  teaching  staff  of  The  University  of  Missis- 
sippi School  of  Medicine  in  May. 

Dr.  James  Edward  Keeton,  surgery  (urology) 
assistant  professor,  holds  the  B.A.  and  M.D.  de- 
grees from  The  University  of  Mississippi.  He  in- 
terned at  University  Hospital  in  Jackson.  A for- 
mer postgraduate  trainee  at  Middlesex  Hospital 
in  London,  England,  Dr.  Keeton  was  a medical 
officer  at  Great  Lakes  Training  Station  in  Illinois 
prior  to  his  appointment. 

Dr.  Krishnarao  Potnis,  assistant  professor  of 
obstetrics  and  gynecology,  returns  to  the  Missis- 
sippi faculty  following  a nine-month  stay  as  pri- 
vate practitioner  in  his  native  Bombay,  India. 

Medicine  assistant  professor  Dr.  Tate  Thigpen, 
a University  of  Mississippi  graduate  and  School 
of  Medicine  graduate,  interned  at  Strong  Memori- 
al Hospital  in  Rochester,  N.  Y.,  and  did  his  resi- 
dency at  University  Hospital  in  Jackson,  where 
he  was  also  a hematology  fellow. 

Dr.  Ronald  Ross  Watson  is  assistant  professor 
of  microbiology.  He  holds  the  B.S.  degree  from 
Brigham  Young  University  and  the  Ph.D.  from 
Michigan  State  University.  His  post  before  com- 
ing to  Mississippi  was  assistant  professor  at  Har- 
vard. 

Dr.  Hardy  Woodbridge,  former  clinical  instruc- 
tor in  medicine  (family  practice),  is  now  on  the 
full-time  faculty  as  assistant  professor  of  family 
medicine. 

In  other  faculty  changes,  Dr.  Walter  Tread- 
well, medicine  assistant  professor  and  inhalation 
therapy  director,  has  been  named  acting  chairman 
of  the  new  department  of  family  medicine. 

New  Family  Practice 
Residencies  Approved 

Fifteen  new  family  practice  residencies  have 
been  approved  by  the  Residency  Review  Com- 
mittee for  Family  Practice,  bringing  the  total 
number  of  training  programs  in  the  new  specialty 
to  164. 

Currently  there  are  1,053  residents  in  family 


practice  training.  The  American  Academy  of 
Family  Physicians,  the  American  Board  of  Fam- 
ily Practice,  and  the  American  Medical  Associa- 
tion are  represented  on  the  Residency  Review 
Committee,  which  meets  periodically  to  examine 
programs  for  approval. 

The  new  programs  are:  University  of  Alabama, 
Huntsville  Hospital  Family  Practice  Center. 
Huntsville;  Middlesex  Memorial  Hospital,  Mid- 
dletown, Conn.;  University  of  Florida,  Alachua 
General  Hospital,  Gainesville;  Medical  College 
of  Georgia,  Augusta;  Doctors  Memorial  Hospital. 
Carbondale,  111.;  St.  Elizabeth  Hospital,  Coving- 
ton, Ky.;  Montefiore  Hospital  and  Medical  Cen- 
ter, Bronx,  N.  Y.;  State  University-Kings  County 
Hospital  Center,  Bronx,  N.  Y.;  McKeesport  Hos- 
pital, McKeesport,  Pa.;  Naval  Hospital,  Charles- 
ton, S.  C.;  Sioux  Valley  Hospital  and  McKennan 
Hospital,  Sioux  Falls,  S.D.;  Memorial  Medical 
Center,  Corpus  Christi,  Tex.;  Lutheran  General 
Hospital,  San  Antonio,  Tex.;  Family  Medicine 
Spokane,  Spokane,  Wash.,  and  St.  Mary’s  Hos- 
pital, Milwaukee.  Wis. 

MECO  Summer 
Project  Gets  Underway 


The  Medical  Education-Community  Orientation 
(MECO)  project  is  placing  over  40  medical  students 
in  30  local  hospitals  throughout  the  state  for  10-week 
summer  stints.  University  of  Mississippi  School  of 
Medicine  students  heading  the  Student  American 
Medical  Association  program  are.  front  left,  junior 
Doug  Rouse  of  Hattiesburg,  Mississippi  SAM  A 
chapter  past-president;  sophomore  Bob  Flowers  of 
Brookhaven,  new  state  MECO  director;  senior  Tom 
Greer  of  Anguilla,  national  MECO  director;  junior 
David  Irwin  of  Saltillo,  SAM  A state  past  vice-presi- 
dent and  state  MECO  summer  director,  and  sopho- 
more Robert  Herrington  of  Ocean  Springs,  state 
SAM  A president  for  the  coming  year. 


314 


JOURNAL  MSM A 


ACS  to  Meet 
In  Chicago 

The  world’s  largest  meeting  of  surgeons,  the 
59th  annual  Clinical  Congress  of  the  American 
College  of  Surgeons,  will  be  held  in  Chicago, 
Oct.  15-19.  More  than  15,000  doctors  and  guests 
from  throughout  the  world  are  expected  to  attend. 
Official  headquarters  will  be  the  Conrad  Hilton 
Hotel,  with  sessions  at  McCormick  Place  and 
several  area  hotels. 

Fellows  of  the  College  whose  dues  are  paid  to 
Dec.  1972  may  register  free.  Initiates,  members 
of  the  Candidate  Group  and  surgical  residents 
register  free.  Non-Fellows  pay  $90.  non-Fellow 
doctors  in  the  federal  services  pay  $50.  Everyone 
taking  one  of  the  16  postgraduate  courses  must 
pay  the  fee  for  the  course  selected. 

The  Clinical  Congress  of  the  American  Col- 
lege of  Surgeons  is  open  to  all  doctors  of  medi- 
cine. Official  forms  for  registration,  housing  and 
postgraduate  courses  may  be  obtained  from  Fred 
Spillman,  Convention  Manager,  American  Col- 
lege of  Surgeons,  55  E.  Erie  Street,  Chicago,  111. 
6061 1,  phone  (312)  664-4050. 

Dr.  Edwin  W.  Gerrish,  assistant  director,  is  in 
charge  of  all  scientific  programs  for  the  College. 

Delta  Center  Studies 
Disabilities  Program 

Dr.  Gilbert  Macvaugh,  Jr.,  director  of  the  Del- 
ta MH-MR  program,  has  announced  plans  to 
study  needs  in  that  region  for  a day-training  pro- 
gram to  serve  pre-school  children  with  develop- 
mental disabilities  and  to  assist  their  families  to 
give  these  children  better  care  at  home. 

If  a community  survey,  now  being  conducted, 
identifies  enough  of  these  children  to  warrant  a 
need  for  this  program,  initial  plans  are  to  begin 
the  day  training  program  in  September,  with 
about  12  children  attending  in  the  morning  and 
12  in  the  afternoon.  The  proposed  program  would 
promote  personal  and  social  adjustment.  Percep- 
tual motor  training  and  communication  skills  and 
academic  readiness  would  be  stressed. 

An  advisory  council  subcommittee  has  been 
formed  to  assist  the  center  with  planning  for  the 
proposed  handicapped  child  program.  Mrs.  Mary 
Alice  Cates  is  chairman. 


Gender  Identity  Change 
In  Transsexual  Reported 

The  first  known  case  of  successful  change  of 
gender  identity  in  a confirmed  transsexual  was  re- 
ported in  the  April  issue  of  Archives  of  General 
Psychiatry,  a publication  of  the  American  Medi- 
cal Association. 

The  case  involved  a 17-year-old  boy  who  had 
grown  up  acting  like  a girl  to  such  an  extreme 
that  he  had  dropped  out  of  school  because  of 
teasing  by  his  classmates,  and  was  unable  to  func- 
tion in  his  true  physical  role  of  a male. 

The  youth  was  seriously  considering  seeking 
a sex-change  operation,  in  which  the  male  organs 
would  be  removed  and  replaced  surgically  by  an 
outward  semblance  of  female  sexual  organs,  when 
a team  of  therapists  from  the  Department  of  Psy- 
chiatry of  the  University  of  Mississippi  Medical 
Center  took  charge  of  the  case. 

At  the  beginning  of  treatment,  the  youth  sat, 
stood,  walked  and  talked  like  a girl.  His  patterns 
of  sexual  arousal  and  sexual  fantasies  were  those 
of  a girl.  He  liked  to  wear  feminine  clothing.  His 
behavior  was  extremely  effeminate. 

The  female  behavior  components  were  an- 
alyzed and  defined,  and,  through  lengthy  psycho- 
therapy, were  gradually  modified,  piece  by  piece. 
The  boy  was  taught  to  sit,  stand  and  walk  like  a 
man.  He  was  helped  to  cultivate  a masculine 
voice;  a masculine  social  behavior  was  taught. 
Male  sexual  fantasies  were  initiated  and  strength- 
ened. 

Finally  a change  in  pattern  of  sexual  arousal 
from  homosexual  to  heterosexual  was  induced 
successfully. 

“The  gender  role  may  not  be  as  inflexible  as 
assumed,”  declared  the  therapy  team  at  the  con- 
clusion of  their  work. 

Heretofore,  only  sex-change  surgery  had  of- 
fered any  hope  to  the  transsexual.  Psychotherapy 
had  not  worked.  In  this  case,  a year  after  treat- 
ment the  patient  was  back  in  school,  doing  well, 
had  a steady  girl  friend  and  was  in  all  respects 
functioning  in  his  true  physical  role  as  a male. 
The  treatment  was  carried  out  over  a period  of 
a year,  and  the  patient  was  rechecked  regularly 
during  the  year  following. 

Authors  of  the  report  are  David  H.  Barlow, 
Ph.D.,  E.  Joyce  Reynolds,  and  W.  Stewart  Agras, 
M.D.,  all  of  Jackson,  Miss. 
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ORGANIZATION  / Continued 

JAMA  Editorial  Stresses 
Operating  Room  Safety 

A plea  for  greater  care  in  checking  electrical 
devices  in  hospital  operating  rooms  is  voiced  in 
an  editorial  in  the  May  28  issue  of  the  Journal  of 
the  American  Medical  Association. 

“The  life-saving  results  achieved  by  a team  of 
skillful  surgeons  and  anesthetists,  reinforced  by 
a well-trained  team  of  nurses  and  operating  room 
personnel,  may  be  nullified  by  a simple  and  avoid- 
able accident  of  a mechanical  or  electrical  nature 
in  the  operating  room,”  the  editorial  says.  The 
author  is  Dr.  Zenonas  Danilevicius,  a senior  edi- 
tor of  the  Journal. 

“The  most  difficult  and  invisible  dangers  to  the 
patient  lurk  in  the  electrical  system  of  the  operat- 
ing room,  in  its  electrical  and  electronic  equip- 
ment.” 

The  hazard  of  static  electricity  is  well  known, 
and  is  universally  avoided  by  use  of  materials, 
clothing,  equipment,  shoes  and  flooring  material 
that  do  not  conduct  electricity. 

A danger  arises  with  the  use  of  high-powered 
electrical  equipment,  especially  for  electrosurgery 
or  electrocautery,  the  editorial  reports.  Cited  is 
a situation  in  one  hospital  in  which  nine  patients 
suffered  burns  at  the  sites  of  electrocardioscope 
electrodes  (heart  monitoring  equipment)  within 
a period  of  10  months. 

Causes  of  the  burns  were  broken  ground  wires, 
defective  rectifiers,  improper  equipment,  improper 
use  of  active  electrodes,  capacitative  coupling  of 
cables,  and  radio  frequency  current  division.  The 
staff  made  a detailed  study  of  the  electrical  sys- 
tem and  the  defects  were  corrected. 

One  case  is  indicative  of  the  problems  some- 
times encountered.  During  surgery  the  electro- 
cardiographic tracing  did  not  function  properly 
and  the  electrical  connection  was  transferred 
from  one  wall  plug  to  another.  The  anesthesiolo- 
gist felt  a shock  in  the  hand  in  checking  the  pa- 
tient’s pulse,  the  patient  made  a sudden  jerking 
movement  and  the  pulse  stopped  abruptly.  The 
doctor  immediately  pulled  out  the  plug  and  began 
first  aid.  The  patient  made  a full  recovery.  A fol- 
low-up investigation  revealed  that  an  improperly 
wired  electrocardiographic  monitor  had  been  in 
use  for  some  time.  Also  some  of  the  wall  sockets 
in  the  operating  room  had  reversed  polarity.  All 
defects  were  immediately  corrected. 

“Isolated  power  systems  are  highly  recom- 
mended for  the  patient-care  areas  in  all  hospitals. 
The  isolation  transformers  and  the  line-isolation 
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monitors  are  also  recommended  as  a protection 
against  macroshock  hazards.  Proper  grounding 
of  all  the  equipment  and  of  all  the  electrical  sys- 
tems is  also  a must.  Frequent  checks  of  all  elec- 
trical aspects  of  the  operating  rooms  by  skilled 
engineer-surgeon  teams  would  be  a good  measure 
of  protection.” 

Weems  Center  DDP 
Grant  Will  Assist 

E.  G.  McLean,  executive  director  of  the 
Weems  Community  Mental  Health  Center  at  Me- 
ridian, says  a recent  $18,750  Developmental  Dis- 
abilities Program  grant  from  the  Interagency 
Commission  “will  allow  the  center  to  proceed 
with  an  in-depth  study  into  the  problems  of  the 
mentally  retarded,  to  identify  existing  sources  of 
aid  both  public  and  private,  and  will  result  in  rec- 
ommendations regarding  additional  services  and 
programs  needed  to  assist  this  segment  of  our 
population.” 

The  study,  which  began  in  April,  is  being  con- 
ducted by  center  staffers,  with  the  support  of 
other  professional  personnel  from  area  agencies. 


Dr.  Mora  Receives 
UMC  AOA  Award 


Dr.  Lidio  O.  Mora,  right,  University  of  Mississippi 
School  of  Medicine  medicine  associate  professor  and 
chief  of  gastroenterology,  received  a plaque  from  the 
University  chapter  of  Alpha  Omega  Alpha  national 
medical  honorary  for  his  years  of  service  to  the 
Jackson  medical  community  as  both  clinician  and 
dedicated  teacher.  Dr.  Mora  leaves  Mississippi  in 
July  to  practice  in  Miami,  Fla.  Af2A  member 
J.  Thomas  Balzli,  medical  school  senior,  center, 
makes  the  presentation  while  medicine  chairman  Dr. 
Harper  Hellems  congratulates  Dr.  Mora. 
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uld  be  an  obligation  of  medical 
ctice... 

“Medical  societies  ought  to  con- 
t continuing  campaigns  to  point 
the  substantial  savings  that  could 
ealized  thru  deductible  insurance 
I protection  for  catastrophic  Hi- 
ts. At  the  very  least,  they  should,  in 
patients’  interest,  question  the 
tics  of  any  insurance  organization 
t raises  health  care  costs  by  forc- 
, policyholders  to  buy  insurance 
iy  may  not  need  or  want  and  prob- 
y won’t  ever  use. 

"Too  many  doctors  are  indiffer- 
t to  the  economic  consequences  of 
iir  decisions.  Too  many,  for  ex- 
iple,  habitually  hospitalize  patients 
the  convenience  of  the  MD.  It’s 
nsense  to  deny  such  habits  exist . . . 

“Doctors,  thru  their  medical  so- 
fties, have  unhesitatingly  appealed 
their  patients  for  support  in  the 
;ht  against  government  interference 
th  the  private  practice  of  medicine, 
id  the  public  in  the  past  has  re- 
)onded.  It’s  time  the  American  Med- 
al Association  and  state  and  local 
ledical  societies  paid  off  the  debt  by 
scisive  action  to  hold  down  the  cost 
medical  care.” 

ost  of  Drugs 

Insurance  rates  and  hospital 
harges  are  only  two  factors  in  health 


care  costs.  The  cost  of  drugs— both 
prescription  and  nonprescription— is 
another. 

And  when  it  comes  to  drug 
costs,  the  nation’s  pharmacists  are 
concerned.  Through  their  national 
professional  society,  the  American 
Pharmaceutical  Association,  pharma- 
cists are  advising  the  public  to  use 
nonprescription  medication  cau- 
tiously and  conservatively,  and  to  seek 
the  advice  of  their  pharmacist  before 
selecting  or  purchasing  such  drugs. 

Outdated  Laws 

The  pharmacist  also  is  aware 
that  when  it  comes  to  prescription 
drugs,  often  he  has  an  even  greater 
opportunity  to  reduce  the  cost  to  the 
patient— with  no  sacrifice  in  the  qual- 
ity of  the  medication  dispensed.  But 
in  many  states,  outdated  and  anti- 
quated laws  prevent  the  pharmacist 
from  engaging  in  drug  product  selec- 
tion. “Drug  product  selection"  simply 
means  that  the  pharmacist  functions 
in  the  patient’s  interest  by  con- 
sciously choosing,  from  the  multiple 
brands  available,  a low-cost  quality 
brand  of  the  specific  drug  to  be  dis- 
pensed in  response  to  the  physician’s 
prescription  order. 

Much  misinformation  has  been 
purposely  spread  by  those  who  stand 
to  gain  financially  by  maintaining 


high  drug  costs  to  the  public.  An  end- 
less stream  of  propaganda  has  ema- 
nated from  the  drug  industry  in  an 
effort  to  persuade  the  medical  profes- 
sion that  these  so-called  anti-substitu- 
tion laws  should  be  retained.  And  as 
long  as  these  laws  are  retained,  the 
drug  industry  will  continue  its  current 
marketing  practices  which  contribute 
unnecessarily  to  high  drug  costs  to 
patients.  These  practices  also  are  in- 
viting government  agencies  to  expand 
their  restrictive  controls  on  physi- 
cians and  pharmacists. 

APhA  Efforts 

As  pharmacists,  we  are  con- 
cerned about  health  care  costs.  We 
hope  that  every  physician  shares  our 
concern  on  this  vital  issue,  and  will 
give  his  personal  support  to  the  con- 
structive efforts  APhA  has  undertaken 
in  the  interest  of  all  patients. 

(For  a complete  discussion  of 
drug  product  selection,  you  are  invited 
to  request  a free  copy  of  the  ‘‘White 
Paper  on  the  Pharmacist's  Role  in 
Product  Selection"  from:  American 
Pharmaceutical  Association, 

2215  Constitution  Avenue,  N.W., 
Washington,  D.C.  20037.) 


i 30  drugs  that  he  selects  to  treat  the 
majority  of  conditions  encountered  in 
is  practice.  Moreover,  the  physi- 
:ian’s  choice  of  a specific  brand  is 
jased  on  his  knowledge  of  the  pa- 
ient's  medical  history  and  current 
:ondition,  and  his  experiences  with 
he  particular  manufacturer’s 
product. 

Some  substitution  proponents 
have  argued  that  the  dispensing  of  a 
prescription  is  a simple  two-party 
transaction  between  the  pharmacist 
and  the  patient,  and  that  a substitut- 
ing pharmacist  may  avoid  even  a 
technical  breach  of  contract  by  simply 
notifying  the  patient  that  he  is  making 
the  substitution.  I would  judge  that 
few  courts  would  be  sympathetic 
toward  a pharmacist  who  substituted 
without  physician  approval  and  who 
undertook  a legal  defense  that  seeks 
to  make  the  patient  responsible  for 
the  pharmacist’s  actions. 

Reduced  Prescription  Prices? 

Substitution  advocates  are 
suggesting  to  the  consumer,  and  par- 
ticularly the  consumer  activist,  that 
reduced  prescription  prices  could 
follow  legalization  of  substitution. 

We  have  seen  absolutely  no  evidence 
to  justify  this  claim.  To  the  contrary, 
experience  in  Alberta,  Canada,  where 
substitution  is  authorized,  suggests 


the  opposite. 

Many  pharmacists  understand- 
ably are  concerned  about  the  cost  of 
maintaining  multiple  stocks  of  similar 
products.  While  there  is  no  doubt  that 
inventory  costs  rise  when  additional 
brands  are  stocked,  it  would  be  inter- 
esting to  know  how  much  they  rise, 
and  how  many  pharmacists  actually 
stock  all  brands  — of,  say,  ampicillin 
or  tetracycline  — or  how  long  they 
keep  “slow  moving”  products  on  their 
shelves  before  they  are  returned  for 
credit.  To  ask  that  the  industry  elimi- 
nate multiple  sources  is  to  ask  com- 
petitors to  stop  competing. 

Drug  Substitution— A License  for 
the  Unethical 

Anti-substitution  repeal  would 
favor  “corner  cutting”  pharmacists 
and  manufacturers.  For  them,  free 
substitution  would  be  not  a right,  but 
a license.  As  an  aftermath,  it  is  quite 
likely  that  the  confidence  of  both  phy- 
sicians and  patients  in  the  profession 
of  Pharmacy  would  be  eroded,  as 
revelations  about  the  unconscionable 
behavior  of  an  undisciplined  few  were 
magnified  in  the  press  or  in  profes- 
sional circles. 

Summary 

In  short,  what  the  American 
Pharmaceutical  Association  advo- 


cates as  a broad-spectrum  panacea 
looks  to  us  to  be  not  only  a minority 
view  (advocacy  of  substitution  is  by 
no  means  a uniform  policy  in  Phar- 
macy), but  also  an  extraordinarily 
costly  and  ineffective  remedy,  whose 
side  effects  are  odious.  We  believe 

(1)  that  an  impressive  majority  of 
pharmacists  prefer  to  work  with 
Medicine  and  with  industry,  for  the 
consumer,  and  for  the  general  good, 

(2)  that  they  seek  the  privilege  to  sub- 
stitute when  the  patient  might  gain 
and  when  the  patient's  doctor  agrees, 
and  (3)  that  they  seek  to  work  for  the 
resolution  of  genuine  grievances 
openly  and  professionally. 

(For  amplification  of  PM  A views, 
please  write  for  our  booklet,  “ The 
Medications  Physicians  Prescribe: 
Who  Shall  Determine  the  Source?" 

It  is  available  from:  Pharmaceutical 
Manufacturers  Association,  1155 
Fifteenth  Street,  N.W.,  Washington, 
D.C.  20005.) 


Pharmaceutical 
Manufacturers  Association 
11 55  Fifteenth  Street,  N.W. 
Washington,  D C.  20005 


ORGANIZATION  / Continued 

University  Med  School 
Graduates  91  M.D.s 

A record-breaking  class  of  91  earned  the  doc- 
tor of  medicine  degree  at  The  University  of  Mis- 
sissippi Medical  Center  17th  annual  Commence- 
ment on  May  27,  with  Steve  Hindman  of  New- 
ton taking  top  honors  as  winner  of  the  coveted 
Waller  S.  Leathers  Award. 

During  the  afternoon  ceremony  at  the  city  au- 
ditorium in  Jackson,  Chancellor  Porter  L.  For- 
tune, Jr.,  conferred  an  all-time  high  of  174  de- 
grees. In  addition  to  the  medical  graduates,  there 
were  41  for  the  bachelor  of  science  degree  in 
nursing,  18  for  the  master  of  nursing,  16  for  the 
Ph.D.  and  eight  for  the  master's  in  an  advanced 
health  science. 

Both  medical  and  baccalaureate  nursing  class- 
es were  the  largest  in  the  histories  of  their  respec- 
tive schools. 

Gen.  Harold  K.  Johnson,  president  of  Free- 
doms Foundation  at  Valley  Forge,  made  the 
Commencement  address. 

The  graduation  exercises  concluded  a full  day’s 
activities  for  graduates  and  their  families,  includ- 
ing a breakfast  hosted  by  The  University  of  Mis- 
sissippi medical  alumni  and  the  Chancellor's  re- 
ception that  afternoon. 


Dr.  Wesley  Hall 
Speaks  at  UMC 


Dr.  Wesley  Hall,  second  left,  a past  president  of 
the  American  Medical  Association,  was  Student  As- 
sembly speaker  at  the  University  Medical  Center  in 
May.  I alking  with  him  after  his  talk  are,  from  left, 
University  of  Mississippi  School  of  Medicine  seniors 
Rodney  Meeks  of  Jackson,  Patricia  Ainsworth  of 
Taylorsville  and  Troy  Watkins  of  Natchez.  Dr.  Hall 
is  a native  Mississippian. 

3 1 8 


Golden  Triangle  Will  ! 
Initiate  MH-MR  Services  ! 

Dr.  Jo  N.  Robinson,  president  of  the  Region 
7 MH/MR  Commission,  has  announced  that  ■ 
the  region’s  first  mental  health  services  will  be 
available  in  July.  The  regional  center  will  offer  ; 
mental  health,  mental  retardation,  and  alcoholism 
services  in  the  form  of  outpatient  diagnosis  and 
treatment,  consultation  and  education.  Dr.  John 
R.  Hutcherson  will  direct  the  program. 

A comprehensive  mental  health  center  staffing 
grant  was  submitted  to  federal  authorities  by  the 
Region  7 Commission  in  January  but  has  not 
been  reviewed  because  of  the  Nixon  Administra- 
tion cutbacks.  The  commission  budget  has  been 
revamped  for  a more  limited  program  operation. 
Funds  will  come  from  a Vi  mill  tax  levy  in  each 
of  the  seven  counties  served — Webster,  Clay, 
Choctaw,  Oktibbeha,  Lowndes,  Winston  and 
Noxubee.  Dr.  Robinson  said  the  commission  also 
hopes  to  receive  some  of  the  counties’  revenue 
sharing  funds.  A developmental  disabilities  grant 
from  the  Mississippi  Interagency  Commission  will 
supplement  the  county  tax  funds.  Alcoholism  pro- 
gram funds  are  being  sought  from  the  State  Board 
of  Health. 

Each  county  will  have  an  advisory  committee 
to  provide  community  consultation  for  policies 
made  and  implemented  by  the  new  center’s  staff. 

Malnutrition  Is  Major 
Health  Problem 

Special  attention  is  called  once  again  to  the 
National  Nutrition  Survey  of  people  of  low  in- 
come showing  that  a large  section  of  the  popula- 
tion is  malnourished  in  a recent  editorial  in  the 
Journal  of  the  American  Medical  Association. 

Written  by  Philip  L.  White,  Sc.D.,  director  of 
the  AMA’s  Department  of  Foods  and  Nutrition, 
the  editorial  reminds  that  improper  nutrition  is 
a major  health  problem  in  the  United  States,  es- 
pecially among  the  black  population. 

The  survey  report  was  announced  last  summer 
in  publication  of  five  large  volumes,  covering  four 
years  of  work.  Although  it  was  widely  publicized 
at  the  time,  “This  information  is  much  too  impor- 
tant to  the  health  of  the  nation  to  permit  it  to  be 
a one-time  news  story  that  is  quickly  forgotten,” 

Dr.  White  said. 

The  editorial  reads,  in  part,  as  follows: 

"The  survey  was  the  most  energetic  nutri- 
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tion  study  ever  undertaken  in  this  country. 
Twenty-four  thousand  families  representing 
86,000  persons  were  evaluated  for  dietary, 
clinical,  biochemical,  anthropometric  and  den- 
tal manifestations  of  nutritional  ill  health. 

“The  report  concludes  that  a significant  pro- 
portion of  persons  surveyed  were  malnourished 
or  at  risk  of  developing  nutritional  problems. 
Evidence  of  malnutrition  or  the  risk  of  it  was 
commonly  found  among  the  black  population, 
less  commonly  among  Spanish  Americans,  and 
least  among  white  persons.  Prevalence  was  gen- 
erally inversely  related  to  income. 

“In  terms  of  relative  importance,  iron  mal- 
nutrition was  of  high  significance  among  the 
blacks  of  the  states  with  a low  income  ratio  and 
of  medium  significance  in  all  other  groups  ex- 
cept the  white  population  of  high  income  states. 
Vitamin  A status  was  lowest  among  the  Span- 
ish American  people  except  for  the  Puerto 
Ricans  of  New  York  City. 

“Riboflavin  intake  was  low  among  segments 
of  states  with  a low  income  ratio.  Adolescent 
boys  had  more  evidence  of  malnutrition  than 
girls.  Adolescents  in  general  had  the  highest 
prevalence  of  an  unsatisfactory  nutritional 
status.  Obesity  was  confirmed  as  a major  prob- 
lem, with  more  than  50  per  cent  of  the  adult 
black  women  in  some  age  groups  being  obese. 

“Problems  were  found  most  often  with  the 
following  nutrients:  iron,  vitamin  A,  riboflavin, 
and  protein  (among  pregnant  and  lactating 
women).  Undesirably  low  intakes  of  ascorbic 
acid  were  found  among  males  of  the  states  with 
low  income  ratios.” 

Dr.  White  said  that  full  copies  of  the  report 
may  be  obtained  from  the  U.  S.  Department  of 
Health,  Education  and  Welfare,  Health  Services 
and  Mental  Health  Administration.  Center  for 
Disease  Control,  Atlanta,  Ga.  30333. 

AMA  Testifies  on 
Medical  Research  Subjects 

The  use  of  human  subjects  in  medical  research 
is  essential  for  the  benefit  of  society  despite  the 
fact  that  it  will  place  some  participants  at  a calcu- 
lated disadvantage,  the  American  Medical  Asso- 
ciation told  Congress. 

The  AMA  comments  were  made  to  Senator 
Kennedy’s  Senate  health  subcommittee  in  hear- 
ings on  the  subject  of  human  experimentation  and 
if  a need  exists  for  federal  legislation  to  forestall 
abuses. 


Dr.  William  R.  Barclay,  Assistant  Vice-Presi- 
dent of  the  AMA,  told  the  senators  that,  “The 
practice  of  medicine  is  both  an  art  and  a science, 
and  we  are  constantly  seeking  new  means  to  im- 
prove the  quality  and  length  of  life.  The  evolution 
of  sound  medical  practice  through  the  years  has 
reduced  the  incidence  of  pain  and  has  done  much 
to  advance  the  cause  of  human  dignity.  These 
procedures,  however,  today  as  always,  require  the 
weighing  of  risk  against  benefit  at  every  level  of 
professional  discretion.  It  is  evident  that  there  is 
a certain  degree  of  risk  attendant  to  any  medical 
procedure. 

“But  if  we  are  to  continue  to  improve  our  high 
standards  of  patient  care,  we  must  maintain  our 
initiatives  in  biomedical  research.  The  accom- 
plishments of  modern  medical  practice  testify  to 
the  merits  of  continued  research.  Such  advances 
are  hard  won,  but  the  benefits  are  beyond  ques- 
tion. 

“Medicine  as  a science  must  conduct  experi- 
mentation if  it  is  to  progress  rather  than  stagnate. 
Experimentation  is  an  essential  principle  of  all 
sciences,  be  they  biological  or  physical.  Scientific 
experiments  are  conducted  both  to  test  new  hy- 
potheses and  to  reexamine  the  validity  of  accept- 
ed hypotheses. 

“A  medical  experiment  with  human  subjects 
is  sometimes  referred  to  as  a clinical  trial.  As  such 
it  should  be  a test  of  a reasonable  hypothesis 
based  on  sound  laboratory  data.  It  should  not  be 
a random  groping  for  information.  A well  de- 
signed clinical  trial  has  elements  in  its  design 
which  assure  that  it  will  be  a useful  and  a justifi- 
able undertaking. 

“.  . . A human  experiment,  by  its  very  nature, 
establishes  a set  of  circumstances  which  will  place 
some  of  the  participants  at  a calculated  disadvan- 
tage. Generally  a trial  is  established  to  answer  the 
question,  ‘Is  treatment  A better  than  treatment 
B?'  No  definitive  answer  to  this  question  can  be 
obtained  until  the  test  is  conducted  over  an  ade- 
quate period  of  time  and  sufficient  data  has  been 
gathered  by  which  to  measure  the  relative  re- 
sponse of  the  subject. 

“.  . . Through  the  process  of  clinical  investiga- 
tion, which  we  have  described  here,  drugs  and 
procedures  become  available  for  widespread 
usage  in  patient  care. 

. . We  note  that  it  is  the  committee’s  hope 
that  these  hearings  will  encourage  continued  sup- 
port of  and  advancement  of  biomedical  research. 
If  we  are  to  continue  to  increase  our  knowledge 
and  continue  to  improve  medical  care  for  the 
benefit  of  society,  medical  research  using  human 
subjects  is  essential,”  Dr.  Barclay  concluded. 
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Uniform  Test  Urged 
For  Sickle  Cell 

Some  of  the  blood  tests  used  in  mass  screening 
programs  for  sickle  cell  anemia  emergency  among 
American  blacks  have  not  been  sufficient  to  find 
all  of  the  abnormal  blood  traits  (hemoglobin 
anomalies)  that  can  cause  serious  health  prob- 
lems and  that  can  be  genetically  transmitted,  says 
a report  in  the  May  28  Journal  of  the  American 
Medical  Association. 

The  report  is  from  the  Center  for  Disease  Con- 
trol of  the  U.  S.  Public  Health  Service  at  Atlanta. 

The  study  calls  for  national  uniform  methods 
of  screening  to  insure  that  genetic  counselors  have 
full  information  in  informing  potential  black  par- 
ents of  the  risk  involved. 

“There  is  little  question  that  sickle  cell  screen- 
ing should  be  done,”  says  Dr.  Robert  M.  Schmidt, 
author  of  the  report.  He  cites  incidence  figures  to 
show  that  sickle  cell  disease  is  a serious  health 
problem. 

“Without  a uniform  standard  of  screening, 
however,  the  program  will  not  succeed.  With  well 
over  100  screening  programs  now  in  existence, 
we  are  already  too  late  to  prevent  past  errors  in 
diagnosis.  There  is  still  time,  however,  for  screen- 
ing programs  to  change  to  methods  that  will  al- 
low identification  of  the  clinically  important  ab- 
normal hemoglobins.” 

The  CDC  is  currently  offering  training  courses 
in  laboratory  methods  of  blood  testing  for  anyone 
involved  in  the  screening  process.  These  courses, 
which  are  free,  stress  an  initial  screening  test 
known  as  cellulose  acetate  electrophoresis.  The 
test  is  inexpensive,  easy  to  perform,  allows  differ- 
entiation of  sickle  cell  disease  from  the  relatively 
benign  carrier  state,  and  detects  other  common 
abnormalities  so  that  effective  counseling  is  pos- 
sible, Dr.  Schmidt  says. 

Sickle  cell  anemia  affects  at  least  one  in  each 
500  black  infants.  A census  study  in  1967  showed 
1,155  new  cases  of  the  disease  in  that  year.  The 
sickle  cell  trait  is  present  in  8 to  14  per  cent  of 
American  blacks.  Fortunately,  the  trait  actually 
causes  the  disease  in  the  offspring  of  only  a rela- 
tively small  portion  of  the  carriers. 

There  are  several  basic  sickle  cell  screening 
tests  that  are  done  in  the  laboratory  with  blood 
samples,  Dr.  Schmidt  says.  The  one  most  widely 
used  in  the  past  is  known  as  the  sodium  metabi- 
sulfite test.  It  requires  interpretation  by  an  experi- 
enced technologist,  is  time-consuming  and  is  not 


well  adapted  to  large-scale  screening,  he  reports. 
The  best  of  the  tests,  he  says,  is  that  mentioned 
earlier — cellulose  acetate  electrophoresis. 

“The  National  Sickle  Cell  Disease  Program,  the 
Howard  University  Sickle  Cell  Conference,  and 
the  New  York  City  Sickle  Cell  Conference  all 
recommend  electrophoresis  as  the  primary  screen- 
ing test  for  any  hemoglobinopathy  (blood  dis- 
order) program.  Until  a better  method  is  devel- 
oped, a uniform  national  program  will  be  pos- 
sible only  if  all  those  involved  in  sickle  cell 
screening  come  to  an  agreement  on  methodolo- 
gy-” 

Dr.  Riley  Named 
Southern  Med  Editor 

Dr.  Harris  D.  Riley,  Jr.,  professor  of  pediatrics 
and  head  of  the  Department  of  Pediatrics,  Uni- 
versity of  Oklahoma  College  of  Medicine  and 
pediatrician-in-chief  of  Children's  Memorial  Hos- 
pital, University  of  Oklahoma  Health  Sciences 
Center,  Oklahoma  City,  has  been  named  editor 
of  the  Southern  Medical  Journal. 

Dr.  Riley  has  previously  served  as  pediatric 
editor,  assistant  and  associate  editor  of  the  Jour- 
nal. Published  monthly  by  the  Southern  Medical 
Association  (SMA),  at  the  headquarters  in  Bir- 
mingham, Ala.,  the  Journal  is  for  SMA  members 
and  is  the  selected  publication  for  physicians  and 
students  who  want  to  keep  up-to-date  on  the  very 
latest  techniques,  and  who  are  profoundly  inter- 
ested in  the  practice  of  better  medicine. 

A native  of  Tupelo,  Miss.,  Dr.  Riley  received 
the  M.D.  degree  from  Vanderbilt  University 
School  of  Medicine.  He  served  his  internship  and 
residency  training  at  the  Johns  Hopkins  Hospital 
and  Baltimore  City  Hospitals,  Baltimore,  Md.; 
the  Babies  and  Children's  Hospital,  Western  Re- 
serve University,  Cleveland,  Ohio;  and  the  Van- 
derbilt University  Hospital,  Nashville,  Tenn.  Fol- 
lowing military  service  he  returned  to  Vanderbilt 
University  School  of  Medicine  as  a research  fel- 
low of  the  National  Foundation. 

Dr.  Riley  is  consultant  to  several  organizations, 
including  the  National  Institute  of  Child  Health; 
the  U.  S.  Public  Health  Service;  the  Communica- 
ble Disease  Center,  and  the  U.  S.  Army  Medical 
Corps. 

Certified  by  the  American  Board  of  Pediatrics, 
he  holds  membership  in  many  medical  and  scien- 
tific organizations,  including  the  Society  for  Pe- 
diatric Research,  the  American  Pediatric  Society, 
the  Infectious  Disease  Society  of  America  and  the 
American  Academy  of  Pediatrics. 
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Antisubstitution 
Statement  Adopted 

Twelve  medical,  dental  and  pharmaceutical  or- 
ganizations  have  adopted  a joint  statement  in  sup- 
port of  the  traditional  prescription  drug  antisub- 
stitution laws  and  regulations. 

They  include: 

— the  American  Academy  of  Dermatology 
— the  Board  of  Directors  of  the  American 
Academy  of  Family  Physicians 
— the  Executive  Board  of  the  American  Acad- 
emy of  Neurology 

— the  Committee  on  Drugs  of  the  American 
Academy  of  Pediatrics 

— the  American  College  of  Allergists 
— the  Executive  Committee  of  the  American 
College  of  Obstetricians  and  Gynecologists 

— the  Board  of  Regents  of  the  American  Col- 
lege of  Physicians 

— the  Board  of  Trustees  of  the  American  Den- 
tal Association 

— the  Board  of  Trustees  of  the  American  Med- 
ical Association 

— the  American  Psychiatric  Association 
— the  Executive  Committee  of  the  National  As- 
sociation of  Retail  Druggists 

— the  Board  of  Directors  of  the  Pharmaceutical 
Manufacturers  Association. 

Patient  welfare  is  best  served  by  present  anti- 
substitution laws  and  there  are  no  convincing  rea- 
sons to  modify  or  repeal  them,  the  groups  note 
in  the  statement.  “Since  drug  product  selection 
entails  knowledge  derived  from  clinical  experi- 
ence,” it  says,  “the  role  of  physicians  and  dentists 
in  product  selection  remains  primary  and  does  not 
permit  delegation  of  decisions  requiring  medical 
and  dental  judgment.” 

The  statement  is  a response  to  attempts  in 
some  states  to  repeal  or  modify  current  laws  and 
regulations  so  that  pharmacists  could  substitute 
any  firm’s  product  for  the  one  specified  by  the 
physician  or  dentist  on  a patient’s  prescription. 

The  statement  declares:  “The  physician  or  den- 
tist is  clearly  the  one  to  exercise  control  over  pa- 
tient therapy.  They  have  much  more  information 
about  the  patient  with  which  to  make  a prescrib- 
ing decision  than  does  a pharmacist. 

“Antisubstitution  laws  have  not  obstructed  en- 
hancement of  the  professional  status  of  pharmacy 
...  as  a practical  matter,  however,  such  laws  and 
regulations  encourage  interprofessional  communi- 
cations regarding  drug  product  selection  and  as- 


sure each  profession  the  opportunity  to  exercise 
fully  its  expertise  in  drug  usage  to  the  advantage 
of  patients. 

“The  pharmacist’s  knowledge  of  the  chemical 
characteristics  of  drugs,  their  mode  of  action, 
toxic  properties  and  other  characteristics  that  as- 
sist in  making  drug  selection  decisions  should  be 
utilized  to  the  fullest  extent  practicable  by  physi- 
cians and  dentists  in  serving  their  patients.” 


Safety  Restraints 
Urged  for  Children 

Thousands  of  injuries  and  deaths  of  small  chil- 
dren in  automobiles  can  be  prevented  by  the  use 
of  proper  safety  restraints  inside  cars,  says  an  edi- 
torial in  the  February  issue  of  the  American  Jour- 
nal of  the  Diseases  of  Children,  an  AMA  publi- 
cation. 

The  AMA  and  the  American  Academy  of  Pe- 
diatrics have  joined  in  initiating  an  educational 
campaign  on  safe  child  restraint  systems  for  auto- 
mobiles, the  editorial  says.  Author  is  Lee  N. 
Hames  of  the  AMA’s  Department  of  Health  Ed- 
ucation. 

The  editorial  appeals  to  physicians  whose  pa- 
tients include  families  with  small  children  to  take 
the  lead  in  informing  parents  about  proper  child 
safety  precautions  in  autos. 

"Parents  should  be  told,  for  instance,  that 
flimsy  child  seats  which  hook  over  the  back  of  the 
automobile  seat  are  completely  inadequate,  and 
that  seats  with  attached  toys,  steering  wheels  and 
other  gadgets  may  actually  increase  the  hazard 
to  the  child. 

“They  should  be  told,  also,  to  purchase  only 
those  restraints  which  incorporate  use  of  the  adult 
seat  belts  already  in  the  automobile.  They  must 
understand,  at  the  same  time,  that  under  no  cir- 
cumstances should  children  use  the  adult  seat  belt 
as  their  sole  protection  until  their  pelvic  structures 
are  sufficiently  developed,  usually  not  before  four 
and  one  half  or  five  years  of  age.” 

The  two  medical  organizations  express  the 
hope  that  their  educational  campaign  “will  create 
such  a huge  public  demand  that  automobile  sales- 
rooms, hardware  stores,  department  stores  and 
gasoline  stations  can  no  longer  refuse  to  carry 
child  restraint  equipment  on  the  grounds  that 
there  is  little  call  for  such  items.” 
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New  Family  Practice 
Journal  Is  Coming 

Family  practice — the  newest  and  fastest  grow- 
ing medical  specialty — soon  will  have  its  own 
scholarly  journal  to  report  new  developments  in 
the  field.  According  to  a joint  announcement  by 
Dr.  John  P.  Geyman,  editor,  and  Appleton-Cen- 
tury-Crofts,  publisher.  The  Journal  of  Family 
Practice  hopes  to  publish  its  initial  issue  late  this 
fall,  with  regular  publications  beginning  in  Janu- 
ary, 1974. 

Dr.  Geyman,  professor  and  vice  chairman  of 
the  Department  of  Family  Practice  at  the  Univer- 
sity of  California,  Davis,  heads  an  editorial  board 
of  seven  distinguished  teachers  of  family  practice 
from  throughout  the  United  States  and  Canada. 

The  editorial  board  will  set  direction  for  the 
new  journal  and  attempt  to  insure  that  it  meets 
the  following  objectives — as  listed  in  the  journal’s 
statement  of  purpose: 

— create  a forum  to  stimulate  the  development 
of  a firm  literature  base  for  all  aspects  of  family 
practice 

— build  the  framework  of  family  medicine  as 
the  academic  discipline  of  family  practice 

— synthesize  clinical,  educational  and  research 
aspects  of  family  practice  in  one  journal  for  the 
family  physician 

— serve  as  a catalyst  for  research  in  family 
practice 

— provide  an  unique  mechanism  for  continu- 
ing medical  education  through  self-assessment. 

Dr.  Geyman  said  the  need  for  the  new  journal 
had  become  clear  in  the  past  year  because  of  the 
remarkable  growth  in  the  new  specialty  and  in- 
creasing interest  among  medical  students  current- 
ly in  training. 

“As  a developing  specialty  requiring  definition 
as  an  academic  discipline,”  according  to  Dr.  Gey- 
man, “we  must  have  a journal  responsive  to  our 
particular  needs.”  The  journal  is  not  to  be  viewed 
as  being  in  competition  with  any  existing — or  an- 
nounced— literature  in  the  field. 

The  philosophy  of  the  new  journal  is  further 
explained  in  the  statement  of  purpose: 

“Family  practice  as  a field  has  a strong  tradi- 
tion of  service  through  patient  care,  but  a weak 
tradition  for  literature.  As  this  specialty  now  as- 
sumes its  rightful  place  in  both  undergraduate  and 
graduate  medical  education,  there  is  a critical 


need  to  better  define  family  practice  as  a clinical  | 
discipline.  The  specialty  has  taken  birth  from  gen- 
eral practice,  and  has  broadened  its  content  and 
concern  to  meet  the  needs  for  more  comprehen- 
sive care  of  families.  The  academic  discipline  of 
family  medicine  must  be  articulated,  together  with 
the  relationships  of  family  practice  to  other  clini- 
cal disciplines  and  new  methods  of  delivery  of 
health  care. 

The  Journal  of  Family  Practice  is  conceived 
as  a scholarly  publication  which  will  reflect  high 
educational  standards  as  the  basis  for  high  prac- 
tice standards.  The  journal  will  attempt  to  take 
an  honest  and  nonpolitical  approach  in  develop- 
ing a new  body  of  literature  for  family  practice.” 

According  to  Dr.  Geyman,  the  new  journal  will 
concern  itself  primarily  with  maintaining  “clinical 
excellence”  and,  therefore,  will  rely  heavily  on  the 
contribution  of  articles  on  clinical  subjects  direct- 
ed specifically  at  family  physicians.  In  conjunction 
with  its  clinical  articles,  the  journal  will  attempt 
to  develop  a convenient  and  effective  mechanism 
of  reader  self-assessment.  This  is  important.  Dr. 
Geyman  pointed  out,  because  family  practitioners 
are  currently  the  only  medical  specialists  who  are 
required  to  have  their  competence  recertified  peri- 
odically. 

“Our  journal,”  he  explained,  “not  only  will 
supply  clinical  information  that  is  sufficiently  rele- 
vant and  comprehensive  to  aid  significantly  in  a 
physician's  maintaining  his  competence,  but  hope- 
fully will  give  him  the  capability  to  test  his  knowl- 
edge during  intervals  before  recertification.” 

The  journal  is  to  be  published  by  the  Medical/ 
Nursing  Department  of  Appleton-Century-Crofts, 
440  Park  Avenue  South  in  New  York  City. 

In  addition  to  Dr.  Geyman,  the  editorial  board 
of  the  new  journal  includes:  Dr.  Hiram  B.  Cur- 
ry, professor  and  chairman  of  Family  Practice, 
Medical  University  of  South  Carolina  at  Charles- 
ton; Dr.  Silas  W.  Grant,  assistant  professor  of 
Family  Practice  at  the  University  of  Iowa  College 
of  Medicine,  Iowa  City;  Dr.  Brian  Hennen,  as- 
sistant director  of  the  Family  Medicine  Centre  at 
St.  Joseph’s  Hospital,  London,  Ontario;  Dr.  Ed- 
ward M.  Neal,  assistant  clinical  professor  at  Uni- 
versity of  California,  San  Francisco,  and  a family 
physician  in  Healdsburg,  Cal.;  Dr.  Theodore  J. 
Phillips,  associate  professor  and  chairman  of 
Family  Medicine  at  the  University  of  Washington 
School  of  Medicine,  Seattle;  and  Dr.  Gayle 
Stephens,  professor  and  chairman  of  Family  Prac- 
tice at  the  Kansas  University  Medical  School. 
WSU  Branch.  Wichita. 
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What’s  on  your 
patient’s  face... 

may  be  more  important  than 
his  chief  complaint 


Patient  RT.*  seen  on 
3/29/67  shows  typical 
lesions  of  moderately 
severe  keratoses.  Note 
residual  scarring  on 
ridge  of  nose  from  pre- 
vious cryosurgical  and 
electrosurgical 
procedures. 


Patient  PT.*  seen  on 
6/ 12/67, seven  weeks 
after  discontinuation 
of  5%  FU  cream.  Re- 
action has  subsided. 
Residual  scarring  not 
seen  except  that  due 
to  prior  surgery.  In- 
flammation has  cleared 
and  face  is  clear  of 
keratotic  lesions. 

♦Data  on  file, 

Hoffmann -La  Roche 
Inc.,  Nutley,  N.J 
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Case  Report  XV  of 
Maternal  Mortality  Study 

K.  RAMSAY  O’NEAL,  M.D. 
Hattiesburg,  Mississippi 


The  following  case  report  represents  a mater- 
nal death  in  a 42-year-old  grand  multipara  due 
to  bacteremic  or  endotoxic  shock.  The  infection 
occurred  after  prolonged  labor,  rupture  of  mem- 
branes 48+  hours  prior  to  Cesarean  section  and 
subsequent  pelvic  cellulitis. 

CASENO.  737-1  1131-71 

A 42-year-old  gravida  XVII,  para  XV,  still- 
borns  II,  was  admitted  to  the  MBCH  Hospital  in 
labor  at  10:00  a.m.  on  Aug.  10,  1971.  Her  last 
menstrual  period  was  Oct.  3,  1970.  Her  prenatal 
course  indicated  that  the  patient  had  a weight 
gain  from  270  pounds  to  292  pounds  and  her  per- 
sistent prenatal  blood  pressure  was  160/100, 
with  the  patient  having  a history  of  essential  hy- 
pertension for  several  years  and  no  other  signifi- 
cant past  history. 

The  patient  was  in  active  labor,  having  con- 
tractions every  two  minutes  with  the  fetal  heart 
tone  being  140  per  minute.  The  cervix  was  4 cm. 
dilated  and  35  per  cent  effaced  with  the  present- 
ing part  being  quite  high.  Blood  pressure  was 
160/102. 

The  membranes  apparently  ruptured  about 
11:00  a.m.  on  Aug.  11,  1971,  and  at  10:00  a.m. 
on  Aug.  12,  1971,  a consultation  was  requested. 
The  consultant  remarked  that  the  patient  was 
markedly  obese,  weighing  approximately  300 
pounds  with  4+  pitting  edema  and  a blood  pres- 

Obstetrics  and  Gynecology  member,  Committee  on  Ma- 
ternal and  Child  Care. 


sure  of  160/120  with  a temperature  of  101.5. 
Presumably,  he  heard  a fetal  heart  tone  at  that 
time.  Vaginal  examination  showed  that  the  cervix 
was  7 cm  dilated,  approximately  50  per  cent  ef- 


This  is  the  case  report  of  a 4 2 -year-old  fe- 
male, gravida  XVII,  para  XV,  stillborns  II, 
who  died  approximately  one  week  after  de- 
livery by  Cesarean  section,  having  had  am- 
nionitis  approximately  48  hours  prior  to  Ce- 
sarean section  and  also  having  severe  pelvic- 
infection  following  surgery.  She  was  diag- 
nosed as  having  septic  or  endotoxic  shock 
secondary  to  amnionitis  prior  to  delivery  and 
pelvic  cellulitis  following  Cesarean  section, 
which  was  done  some  72  hours  after  the  on- 
set of  labor.  The  committee  discusses  the 
case,  rates  it  as  avoidable  and  points  out 
professional  responsibility  in  a high  risk  pa- 
tient. 


faced,  and  the  vertex  was  still  quite  high.  The 
estimated  weight  of  the  baby  was  8 to  9 pounds. 
The  consultant  noted  that  the  patient  had  been 
in  labor  for  approximately  50  hours  and  had  had 
ruptured  membranes  for  over  24  hours,  with  the 
labor  pattern  being  described  as  dysfunctional. 

“In  view  of  the  patient's  obesity,  hypertension, 
the  prolonged  labor,  severe  preeclampsia  and 
rupture  of  membranes  for  over  24  hours,  it  was 
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felt  that  it  was  best  to  stabilize  the  patient's  con- 
dition medically  with  diuretics  and  other  sympto- 
matic medications,  etc.,  prior  to  surgery  in  this 
high  risk  patient,  as  well  as  to  “institute  treatment 
for  inertia  for  several  hours.”  No  definite  method 
of  treating  inertia  was  reported  by  the  reporting 
physician. 

On  Aug.  13,  1971,  after  there  was  no  apparent 
progress  in  the  arrested  labor,  it  was  felt  neces- 
sary to  deliver  the  patient  by  abdominal  section 
which  was  done  under  local  anesthesia  in  order 
to  avoid  the  additional  risks  of  general  anesthesia. 
A stillborn  male  fetus  weighing  8 pounds,  8V2 
ounces  was  delivered  through  a transverse  inci- 
sion in  the  lower  uterine  segment.  Blood  loss  was 
estimated  at  200  cc  with  no  replacement  being  re- 
quired. 

The  patient  was  transferred  to  the  recovery 
room  with  the  prognosis  at  this  time  being  con- 
sidered quite  guarded  because  of  the  previously 
mentioned  complications.  Some  15  hours  after 
surgery  it  was  noted  that  the  patient  had  oliguria 
and  measures  were  taken  to  increase  the  urinary 
output.  Intravenous  administration  of  Manitol 
gave  a satisfactory  response  and  the  patient  began 
to  have  what  was  felt  to  be  satisfactory  urinary 
output  and  in  general  made  a satisfactory  initial 
recovery. 

On  Aug.  17,  1971,  the  patient  began  to  vomit 
a greenish  fluid  in  copious  amounts  and  continu- 
ous suction  was  instituted.  It  was  also  noted  that 
on  the  third  postoperative  day  some  of  the 
stitches  had  been  removed  because  of  serous 
drainage  from  the  incision  and  a moderate  seroma 
was  noted,  but  the  wound  was  otherwise  felt  to 
be  satisfactory,  considering  the  patient’s  marked 
obesity.  The  wound  was  redressed  daily  and  Fura- 
cin  dressings  applied.  The  patient  was  progress- 
ing moderately  satisfactorily.  She  became  afebrile 
and  kidney  function  was  reported  to  be  improv- 
ing. 

On  Aug.  20,  1971,  the  patient's  family  arrived 
at  the  hospital  and  without  previous  announce- 
ment insisted  on  moving  the  patient  elsewhere 
against  the  advice  of  the  attending  physicians. 
The  family  had  been  kept  informed  of  the  gravity 
of  the  patient’s  illness  and  the  guarded  prognosis, 
but  they  insisted  upon  moving  her  in  spite  of  the 
risk  involved,  which  was  emphasized  to  the  fam- 
ily. It  was  also  suggested  to  the  family  that  if  such 
a risk  of  moving  were  to  be  undertaken,  it  would 
be  in  the  patient’s  interest,  then,  to  transfer  her 
to  the  University  of  Mississippi  Medical  Center 
in  Jackson.  Previous  telephone  consultations  had 


been  held  directly  with  the  head  of  the  Renal  Unit 
of  UMC.  However,  the  family  was  not  agreeable, 
and  moved  the  patient  against  advice  to  the  North 
Sunflower  County  Hospital  at  Ruleville.  The  pa- 
tient was  accepted  by  this  institution  in  a coma- 
tose condition  with  an  overwhelming  infection. 
The  reporting  physician  from  that  hospital  stated 
that  there  was  purulent  material  exuding  from  the 
entire  extent  of  the  abdominal  incision.  Before 
adequate  evaluation  of  the  patient  could  be  made, 
the  patient  expired  on  Aug.  21,  1971. 

This  case  was  reviewed  anonymously  and  in 
the  usual  manner  by  a member  of  the  MSMA 
Committee  on  Maternal  and  Child  Care  and  dis- 
cussed at  a regular,  quarterly  meeting  of  the  com- 
mittee. The  adequacy  of  the  information  re- 
ceived was  rated  as  3 on  the  ascending  scale  of 
1 to  5.  The  committee  felt  that  the  death  should 
be  classified  as  an  avoidable  obstetrical  death  due 
to  endotoxic  or  bacterial  shock  secondary  to  am- 
nionitis  and  pelvic  cellulitis  after  Cesarean  section 
which  was  done  some  72  hours  after  the  onset  of 
labor  and  some  48  hours  after  rupture  of  mem- 
branes. The  adequacy  of  treatment  could  not  be 
satisfactorily  evaluated  because  no  detailed  meth- 
ods, procedures  or  medications  were  given  in  the 
report  which  was  forwarded  to  the  committee. 
However,  it  should  be  pointed  out  that  if  these 
very  difficult  cases  are  to  be  handled  successfully, 
all  measures  must  be  done  in  heroic  fashion  and 
that  certain  basic  principles  must  be  adhered  to 
if  satisfactory  results  are  to  be  obtained. 

DISCUSSION 

We  would  like  to  point  out  certain  principles 
of  management  that  the  committee  feels  are  quite 
necessary  in  handling  such  a difficult  case. 

( 1 ) The  treatment  of  such  a difficult,  high  risk 
patient,  as  is  identified  in  this  report,  should  be 
handled  in  a qualified  medical  center,  if  at  all  pos- 
sible. 

(2)  The  danger  of  rupture  of  the  membranes 
is  an  increased  fetal  and  maternal  hazard  because 
of  possible  infection.  If  the  patient  is  examined 
at  the  time  of  rupture  of  membranes  the  danger 
of  endometritis  or  amnionitis  in  the  mother  and 
pneumonitis  in  the  infant  increases  in  direct  pro- 
portion to  prolongation  of  the  latent  period  before 
the  onset  of  labor. 

Once  the  patient  has  had  a vaginal  examina- 
tion the  fetus  should  be  delivered  in  24  hours  or 
less.  If  delay  is  anticipated  or  delay  in  delivery  is 
desired,  she  should  not  be  examined.  Antibiotics 
are  not  given  during  the  latent  period  but  once 
the  patient  develops  a fever  or  is  in  active  labor 
antibiotics  are  pushed  to  the  full  dosage.  Always 
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keep  in  mind  the  pregnant  patient's  susceptibility 
to  infection  especially  when  the  membranes  are 
ruptured,  or  when  there  is  prolonged  labor.  Infec- 
tion with  the  colon  aerogenes  group  is  most  likely 
and  may  lead  to  the  release  of  endotoxins  and 
subsequently  diffuse  intervascular  clotting.  More 
rare  invaders  are  Staphylococcus  aureus  and 
anaerobic  Streptococcus  or  C.  welchii  and  C.  per- 
fringens.  If  infection  should  occur  intrapartum, 
prompt  delivery  is  most  important.  Uterine, 
urinary  and  blood  cultures  should  be  obtained 
and  treatment  would  be  as  follows: 

A.  CBC  and  hematocrit. 

B.  Type  and  crossmatch  for  2,000  cc  of  blood. 

C.  Urinalysis,  plus  Foley  catheter. 

D.  Electrolyte  studies  daily,  sodium,  potassium 
chlorides,  carbon  dioxide,  BUN,  creatinine  and 
icteric  index. 

E.  Measure  intake  and  output. 

F.  Temperature,  pulse  and  respiration  every 
2 hours. 

G.  Antibiotic  therapy.  Penicillin  40  to  60  mil- 
lion units  plus  Streptomycin  2 to  4 grams,  or 
Ampicillin  2 to  4 grams,  or  Chloromycetin  4 
grams  daily. 

H.  Transfusions  as  indicated. 

I.  Fibrinogen  as  indicated. 

J.  Aramine  or  Levophed  as  indicated. 

K.  Hydrocortisone  300  mgms.  I.V.,  stat.,  and 
then  100  to  200  mgms.  I.V.  every  6 hours. 

L.  Replace  fluid  on  the  basis  of  intake  and 
output  and  electrolyte  levels. 

M.  Heparin  in  adequate  dosage  if  felt  to  be  in- 
dicated by  the  clinician. 

(3)  In  considering  the  management  of  dys- 
tocia labor,  or  in  making  an  attempt  to  elicit 
causes  of  such  a complicated  problem,  it  is  felt 
that  the  amnionitis  was  the  cause  of  dystocia  in 
this  case.  A few  basic  principles  are  outlined  in 
the  handling  of  dystocia  which  are  felt  to  be  sig- 
nificant in  such  a case  as  was  reviewed. 

A.  Cephalopelvic  disproportion  should  not  be 
present  if  oxytocin  stimulation  is  to  be  consid- 
ered. 

B.  Many  authorities  feel  that  oxytocin  is  con- 
traindicated in  a woman  who  is  para  V or  more. 


C.  Do  not  administer  oxytocin  if  there  is  any 
doubt  about  its  indication.  Omission  is  better  than 
commission. 

D.  Sparteine  has  been  used  for  dystocia  but 
is  much  less  precise  than  oxytocin  and  conse- 
quently more  difficult  to  control.  The  response 
varies  greatly  from  one  individual  to  another.  If 
Sparteine  fails  and  oxytocin  is  used,  there  should 
be  an  interval  of  at  least  two  hours  between  the 
last  dose  of  Sparteine  and  the  first  dose  of  oxyto- 
cin. 

E.  Dramamine  has  been  advocated  by  some 
authorities  to  increase  the  contractile  efficiency 
of  the  uterine  muscle  and  to  overcome  dystocia. 
The  recommended  dosage  is  100  mgs.  in  10  cc 
of  water  given  slowly  I.V.  If  given  too  quickly  it 
causes  nausea,  vomiting,  and  a rise  in  the  blood 
pressure.  Some  physicians  are  enthusiastic  about 
these  drugs;  others  are  not  convinced  that  labor 
is  shortened  substantially. 

SUMMARY 

A maternal  death  due  to  bacteremic  or  endo- 
toxic  shock  secondary  to  prolonged  labor,  pro- 
longed rupture  of  membranes,  amnionitis,  pelvic 
cellulitis  following  Cesarean  section  in  a 42-year- 
old  grand  multipara  has  been  reported.  The  Com- 
mittee on  Maternal  and  Child  Care  felt  that,  un- 
der ideal  conditions,  this  death  could  have  been 
prevented  in  this  high  risk  patient  with  heroic 
measures  of  treatment.  It  is  emphasized  that  such 
high  risk  cases  could  be  more  competently  han- 
dled in  a medical  center  type  atmosphere  and 
that  all  measures  of  treatment  must  be  heroic  if 
satisfactory,  successful  results  are  to  be  obtained. 
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SOMETHING  TO  REMEMBER 

The  rung  of  a ladder  was  never  meant  to  rest  upon,  but  only 
to  hold  a man’s  foot  long  enough  to  enable  him  to  put  the  other 
foot  somewhat  higher. 

— Thomas  Huxley 
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Pulmonary  Embolism  — 
An  Unsolved  Problem 


It  has  been  stated  that  pulmonary  embolism 
kills  47,000  patients  in  this  country  annually. 
However,  this  estimate  is  probably  low  due  to  the 
protean  nature  of  the  signs  and  symptoms  of  pul- 
monary embolism.  In  a large  number  of  cases  of 
pulmonary  embolism,  this  diagnosis  is  never  con- 
sidered premortem,  which  fact  is  illustrated  by  the 
large  number  of  patients  with  “unsuspected”  pul- 
monary embolism  found  at  autopsy. 

With  these  considerations  in  mind,  and  with 
a view  to  determining  associated  pathological 
and  clinical  findings  which  would  at  least  lead  the 
clinician  to  consider  pulmonary  embolism  in  cer- 
tain cases,  a two-part  retrospective  study  was  un- 
dertaken. 

I.  PULMONARY  EMBOLISM: 
A PROFILE  OF  100  CASES 
REPORTED  AT  AUTOPSY 

One  hundred  autopsy  records  on  patients  who 
were  found  to  have  pulmonary  embolism  at  gross 
autopsy  were  studied  in  detail.  The  embolism 
was  not  necessarily  the  cause  of  death  in  these 
patients.  In  fact,  the  actual  pathological  causes 
of  death  were  quite  varied.  These  autopsies  were 
performed  in  a university  medical  center  during 
the  past  five  years. 

Pulmonary  embolism  was  found  to  be  equally 
common  in  both  male  and  female  patients.  Also, 
no  significant  difference  in  pulmonary  embolism 
among  racial  groups  was  noted.  Age  distribution 
revealed  the  largest  number  of  patients  (28  per 
cent)  to  be  in  the  seventh  decade  as  opposed  to 
other  10-year  age  groups.  Only  four  per  cent  of 
this  series  were  under  20  years  of  age. 

Almost  every  hospital  service  was  represented 
in  these  autopsy  reports.  Forty-nine  per  cent  of 
the  cases  were  from  the  general  medical  service 
and  27  per  cent  from  the  general  surgical  service. 
All  other  services,  including  gynecology  (one  per 
cent)  and  orthopedics  (two  per  cent),  had  less 
than  six  per  cent  each. 

In  a majority  of  cases,  pulmonary  emboli  were 
multiple  (89  per  cent);  in  only  11  per  cent  was 

From  the  Department  of  Surgery,  University  of  Mis- 
sissippi School  of  Medicine,  Jackson.  Miss. 


DONALD  A.  HOPKINS,  M.D. 

Jackson,  Mississippi 

a single  embolus  found.  In  some  30  per  cent,  pul- 
monary infarction  was  noted  by  gross  observation 
and  was  later  confirmed  by  microscopic  exam- 


The  author  gives  a profile  of  100  cases  of 
pulmonary  embolism  reported  at  autopsy  at 
the  University  Medical  Center  during  the 
past  five  years.  He  notes  that  the  nature  of 
pulmonary  embolism  is  such  that  it  is  gen- 
erally associated  with  another  underlying 
pathological  condition  and  he  describes  some 
of  these  commonly  associated  processes. 
Fifty-six  cases  in  which  pulmonary  embolism 
was  the  primary  cause  of  death  were  also 
reviewed. 


ination.  The  location  of  emboli  in  pulmonary  ves- 
sels revealed  major  trunks  and  arteries  to  be  most 
frequently  involved,  as  opposed  to  smaller  ves- 
sels. There  appeared  to  be  a slight  predilection 
for  emboli  to  move  into  the  arteries  of  the  lower 
lobes  as  compared  to  the  upper  lobes. 

In  most  cases  no  site  of  venous  thrombosis  or 
venous  intimal  damage  was  noted  by  the  patholo- 
gist. However,  14  per  cent  of  these  patients  had 
thrombi  in  the  right  atrium,  4 per  cent  in  the  in- 
ferior vena  cava,  and  4 per  cent  in  the  iliac  veins. 

A variety  of  associated  pathological  conditions 
was  noted  in  the  autopsy  reports  (see  Table  I). 

DISCUSSION 

It  is  interesting  to  note  the  small  incidence  of 
pulmonary  embolism  in  the  patients  of  the  young- 
er age  groups  (0-20  years).  Obviously,  in  order 
to  develop  a pulmonary  embolus,  a venous  throm- 
bosis must  first  be  present.  It  has  long  been  rec- 
ognized that  three  factors  predispose  to  venous 
thrombosis:  ( 1 ) hypercoagulable  state  of  the 
blood;  (2)  stasis  of  blood  flow;  and  (3)  damage 
to  intima  of  vein  wall.  One  could  speculate  that 
because  of  the  increased  motor  activity  of  younger 
patients,  venous  stasis  is  rarely  encountered.  Also, 
changes  in  the  vein  wall  due  to  aging  are  mini- 
mal. 
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In  this  group  of  patients  it  was  gratifying  to 
note  that  only  a small  number  were  from  the  gy- 
necological or  orthopedic  services.  In  many  pre- 
viously reported  series,  a high  incidence  of  pul- 
monary embolism  had  been  noted  following  pel- 
vic surgery  and  also  in  elderly  patients  presenting 
with  hip  fractures.  The  precise  reasons  for  this 
apparent  dissimilarity  are  unclear  at  present. 
Aside  from  early  postoperative  ambulation,  no 
routine  prophylactic  measures  are  taken,  and  that 
practice  is  common  to  all  surgical  services. 

It  appears  that  a single  pulmonary  embolus  is 
unusual.  Also,  the  incidence  of  infarction  in  the 
present  series  was  substantially  higher  than  the 
10  per  cent  commonly  reported. 

Not  surprisingly,  in  most  cases  a site  of  venous 
thrombosis  was  not  discovered  by  the  pathologist. 
In  the  first  place,  in  some  cases  there  was  but  a 
single  site  of  thrombosis;  and  when  the  thrombus 
embolized,  no  gross  evidence  of  its  site  of  origin 
remained.  However,  probably  more  significant  is 
the  diligence,  or  lack  of  diligence,  with  which  the 
pathologist  searched  for  a site  of  venous  throm- 
bosis outside  the  abdominal  or  thoracic  cavity. 

Of  the  several  associated  pathological  condi- 
tions noted,  many  were  diseases  commonly  asso- 
ciated with  the  aging  process.  Arteriosclerosis 
with  its  complication  of  myocardial  disease  was 
prominent.  Pneumonia  and  obesity  were  also 

TABLE  I 

PATHOLOGICAL  FINDINGS  ASSOCIATED  WITH 
PULMONARY  EMBOLISM  IN  100  PATIENTS 

Per  Cent 


Generalized  arteriosclerotic  disease  32 

Postoperative  status  30 

Congestive  heart  failure  29 

Old  myocardial  infarction 25 

Malignant  tumors 22 

Pancreas  4 

Gastrointestinal  tract  4 

Prostate  3 

Lung  3 

Bladder  ........  3 

Brain  2 

Uterus 1 

Breast  1 

Kidney  1 

Pneumonia  20 

Obesity 18 

Recent  myocardial  infarction  15 

Cerebrovascular  accident 15 

Chronic  obstructive  pulmonary  disease  12 

Sepsis  8 

Post-trauma  status  8 


prevalent  in  this  series.  A number  of  patients  had 
malignant  tumors — and  of  these,  cancer  of  the 
pancreas  and  gastrointestinal  neoplasms  were 
most  common.  This,  of  course,  supports  the  the- 
ory that  certain  malignancies  in  some  way  predis- 
pose a patient  to  development  of  phlebothrom- 
bosis. 

CONCLUSION 

The  nature  of  pulmonary  embolism  is  such  that 
it  is  generally  associated  with  another  underlying 
pathological  condition.  Some  of  these  common- 
ly associated  processes  have  been  described. 

II.  PULMONARY  EMBOLISM  AS 
PRIMARY  CAUSE  OF  DEATH: 
REVIEW  OF  56  CASES 

An  examination  of  the  autopsy  records  of  the 
100  patients  studied  in  Part  I revealed  56  to  have 
“pulmonary  embolism”  listed  as  the  final  patho- 
logical cause  of  death.  A detailed  review  of  the 
clinical  records  of  these  56  patients  was  under- 
taken. From  information  available  to  the  physi- 
cian at  the  time  of  the  patient’s  hospitalization, 
an  effort  was  made  to  determine  any  symptom 
complexes,  clinical  signs,  laboratory  or  special 
study  results  which  might  alert  the  physician  to 
the  early  diagnosis  of  pulmonary  embolism.  An 
additional  objective  was  to  establish  a profile  of 
the  type  patient  who  is  most  likely  to  develop 
pulmonary  embolism  in  a general  hospital. 

Actually,  the  correct  diagnosis  was  suspected 
to  some  degree  in  only  55  per  cent  of  this  group 
of  patients  who  suffered  from  fatal  pulmonary 
embolism.  Of  those  in  whom  the  diagnosis  was 
suspected,  only  half  were  then  placed  on  an  anti- 
coagulation regime.  The  reasons  for  withholding 
anticoagulatives  from  this  group  of  patients  with 
suspected  pulmonary  embolism  is  not  clear  in 
most  cases,  but  there  were  instances  of  contrain- 
dications to  anticoagulation.  Also,  in  some  of  the 

TABLE  II 

SYMPTOMS  NOTED  IN  56  PATIENTS  PROVEN 
AT  AUTOPSY  TO  HAVE  FATAL 
PULMONARY  EMBOLISM 


Per  Cent 


Shortness  of  breath  60 

Chest  discomfort 41 

Confusion  or  decreased  level  of  consciousness  34 

Apprehension  29 

Weakness 18 

Hemoptysis  16 
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cases,  the  embolus  was  a sudden,  catastrophic, 
fatal  event.  Of  the  patients  who  were  receiving 
anticoagulation  therapy,  some  had  received  hep- 
arin for  as  long  as  50  days  prior  to  death. 

What  subjective  complaints  might  have  alerted 
the  physician  to  the  possibility  of  pulmonary  em- 
bolism? The  most  common  symptoms  noted  and 
recorded  in  the  clinical  records  are  outlined  in 
Table  II.  These  findings  were  noted  after  the  di- 
agnosis of  embolism  became  suspect,  or  in  un- 
suspected cases,  within  24  hours  prior  to  the  pa- 
tient’s death. 

Objective  findings  in  this  group  of  patients 
were  likewise  tabulated.  These  were  noted  as  re- 
corded in  the  clinical  record,  either  at  the  time 
embolism  was  suspected  by  the  clinician,  or  if 
embolism  was  not  suspected,  within  24  hours  of 
the  patient's  death.  These  findings  were  organized 
according  to  major  body  systems  and  are  shown 
in  Table  III. 

As  expected,  multiple  associated  clinical  prob- 
lems and  diagnoses  were  recognized  in  this  group 
of  patients  prior  to  death  from  pulmonary  em- 
bolism. The  most  common  clinical  diagnoses 
noted  are  tabulated  in  Table  IV. 

Forty-two  patients  in  this  group  had  electro- 
cardiograms, either  after  the  diagnosis  of  embo- 
lism was  suspected,  or  within  24  hours  prior  to 
death  if  embolism  was  never  suspected.  The  ma- 

TABLE  III 

OBJECTIVE  FINDINGS  NOTED  IN  56  PATIENTS 
PROVEN  AT  AUTOPSY  TO  HAVE 
FATAL  PULMONARY  EMBOLISM 


C ardio  vascular  System 

Per  Cent 


Tachycardia  41 

Hypotension  39 

Irregular  pulse  22 

Heart  murmur  21 

Gallop  rhythm  11 

Respiratory  System 

Rales  or  ronchi  (excluding  wheezes)  55 

Tachypnea  34 

Wheezes  22 

Decreased  or  absent  breath  sounds  13 

Extremities 

Edema  27 

Cyanosis  16 

Tenderness  13 

Other 

Temperature  elevation  48 

Diaphoresis  22 


TABLE  IV 

MOST  COMMON  ASSOCIATED  CLINICAL 
DIAGNOSES  NOTED  IN  56  PATIENTS  WHO 
DIED  FROM  PULMONARY  EMBOLISM 


Per  Cent 


^Postoperative  status  46 

Obesity  32 

Congestive  heart  failure  28 

Hypertension 25 

Chronic  renal  failure  23 

Arteriosclerosis,  generalized  20 

Pneumonia  20 

Cerebrovascular  accident  . 14 

Diabetes  mellitus 14 

Sepsis 9 


* Note:  56  per  cent  of  these  patients  in  a postoperative 
state  died  between  the  sixth  and  thirteenth  day  after 
surgery. 

jority  (55  per  cent)  of  these  patients  exhibited 
only  nonspecific  ST-T  wave  changes.  Atrial  ar- 
rhythmias were  noted  in  28  per  cent  and  old  myo- 
cardial infarction  in  25  per  cent. 

Chest  x-rays  were  obtained  in  44  of  these  56 
patients.  Common  findings  noted  in  the  radiology 
reports  are  shown  in  Table  V.  Only  six  patients 
in  this  group  had  pulmonary  scans  but  four  of 
these  revealed  “cold”  areas.  Likewise,  only  six  pa- 
tients had  pulmonary  arteriograms;  of  these,  evi- 
dence of  embolism  was  present  in  every  case. 

Serum  enzyme  levels  (LDH,  SGOT)  were  ab- 
normal in  the  majority  of  the  patients  in  whom 
they  were  measured.  Lactic  acid  dehydrogenase 
was  recorded  in  26  patients  and  was  elevated  in 
25.  Autopsy  revealed  infarction  in  only  15  of  that 
group.  Twenty-one  of  29  patients  in  whom  SGOT 
was  analyzed  had  elevated  levels;  and  of  these  21, 
only  10  had  infarction  at  autopsy.  Serum  bilirubin 
was  elevated  in  42  per  cent  of  the  patients  who 
were  tested.  Two-thirds  of  those  with  elevated 
bilirubin  levels  demonstrated  infarctions  at  au- 
topsy. 

When  performed,  arterial  blood  gas  studies  re- 
vealed a pattern  of  hypocarbia,  hypoxia,  and  an 
elevated  or  normal  pH. 

DISCUSSION 

The  overriding  impression  from  this  series  is 
similar  to  that  gleaned  from  other  like  surveys: 
that  fatal  pulmonary  embolism  is  often  totally  un- 
suspected prior  to  death.  Occasionally,  even 
when  this  entity  was  suspected,  no  measures  were 
undertaken  to  treat  it.  This  is  understandable  if 
the  patient  had  some  contraindication  to  heparin 
therapy  (allergy.  CVA,  peptic  ulcer,  etc.)  or  if 
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the  episode  of  embolism  is  sudden  and  initially 
fatal.  However,  it  appeared  from  the  present  se- 
ries that  unless  definite  signs  of  embolism  were 
present,  the  clinician  was  loath  to  place  the  pa- 
tient on  anticoagulation.  This  study  should  illus- 
trate that  the  clinical  picture  of  pulmonary  em- 
bolism is  extremely  variable.  Furthermore,  anti- 
coagulation is  by  no  means  the  entire  answer  to 
the  problem  of  treatment  of  embolism;  witness 
the  fact  that  several  of  these  patients  suffered  oth- 
er emboli  while  on  anticoagulation  therapy.  Sev- 
eral receiving  such  therapy  did,  in  fact,  die. 


TABLE  V 

FINDINGS  ON  CHEST  X-RAYS  OF  44  PATIENTS 
WHO  DIED  OF  PULMONARY  EMBOLISM 


Per  Cent 

Infiltrate 

64 

Cardiomegaly  

39 

Vascular  congestion 

23 

Pleural  effusion 

16 

Normal 

11 

The  subjective  complaints  of  these  patients  ba- 
sically followed,  for  the  most  part,  a familiar  pat- 
tern. Shortness  of  breath  and  chest  discomfort 
were  common;  hemoptysis  was  relatively  uncom- 
mon. Three  other  prominent  symptoms  were 
noted — confusion,  apprehension,  and  weakness. 

The  physical  findings  noted  in  this  group  can 
be  consolidated  into  those  related  to  the  cardio- 
vascular system,  respiratory  system,  extremities, 
and  other  general  findings.  It  should  be  noted 
that  no  single  physical  finding  was  common  to 
all  cases;  rales  or  ronchi  was  the  most  prevalent, 
appearing  in  55  per  cent.  Friction  rubs  were  very 
rare  indeed. 

Several  clinical  problems  were  common  in  this 
study  group,  and  "postoperative  state”  was  list- 
ed most  often.  The  fact  that  most  patients  who 
died  from  pulmonary  emboli  during  the  postop- 
erative period  expired  during  the  second  postop- 
erative week  was  noted.  This  suggests  that  per- 
haps the  thrombus  which  forms  initially  is  de- 
tached as  the  patient  becomes  more  mobile. 
Again,  this  emphasizes  the  urgency  in  seeking  out 
the  initial  thrombus  so  that  effective  therapy  can 
be  initiated  before  embolization  occurs. 

Electrocardiographic  changes  were  markedly 
nonspecific.  Right  bundle  branch  block  or  right 
axis  deviation  was  conspicuous  by  its  absence  in 
most  cases. 

Chest  x-ray  findings  were  also  nonspecific,  but 
an  infiltrate  was  noted  in  most  patients.  Pleural 


effusion  was  a comparative  rarity;  however,  nor- 
mal chest  films  were  even  more  uncommon. 

More  specialized  tests,  such  as  lung  scan  and 
pulmonary  arteriograms,  were  of  great  help  when 
performed,  but  in  this  group  of  patients  they  were 
seldom  done.  Neither  of  these  tests  is  diagnostic 
in  itself,  but  pulmonary  arteriogram  is  probably 
the  most  specific  test  presently  available.  Pulmo- 
nary angiography  certainly  entails  some  risk  and 
patient  discomfort,  but  it  should  be  utilized  more 
often  where  facilities  are  available.  This  test 
should  be  mandatory  if  surgical  intervention  (i.e., 
vena  caval  interruption  or  pulmonary  embolec- 
tomy)  is  contemplated.  There  is  a reportedly  high 
false  positive  diagnosis  of  pulmonary  embolism; 
therefore,  diagnosis  must  be  essentially  definite 
before  the  patient  is  subjected  to  therapeutic  or 
prophylactic  surgery. 

In  this  series,  abnormal  elevations  of  serum  en- 
zymes were  very  common,  whether  or  not  infarc- 
tion was  noted  later  at  autopsy.  The  LDH  ap- 
peared to  be  most  specific  of  the  available  mea- 
surements. Elevated  bilirubin  levels  were  also 
quite  common;  these  values  correlated  somewhat 
better  with  infarction  as  noted  at  autopsy. 

Arterial  blood  gases  were  generally  abnormal 
in  a rather  consistent  pattern.  The  hypocarbia 
correlates  well  with  the  overt  hyperventilation 
noted  in  many  of  these  patients  and  probably  ex- 
plains the  normal  or  elevated  pH  noted  in  most 
cases. 

CONCLUSIONS 

The  clinician  must  be  ever  aware  of  the  possi- 
bility of  pulmonary  embolism.  It  continues  to  be 
a problem  among  patients  in  the  postoperative 
state,  obese  patients,  and  patients  with  underly- 
ing cardiovascular  disease.  There  still  seems  to 
be  a reluctance  on  the  part  of  the  physician  to  be- 
gin heparinization  as  soon  as  the  diagnosis  of  em- 
bolism is  seriously  considered.  Perhaps  we  should 
paraphrase  the  old  surgical  adage,  “When  you 
consider  a tracheostomy,  do  it,”  and  say,  “When 
you  consider  pulmonary  embolism,  anticoagulate” 
while  diagnostic  studies  are  in  progress.  Heparin 
therapy  is  not  without  complications,  but  pulmo- 
nary embolism  is  already  a serious  complication! 

Complaints  of  shortness  of  breath,  confusion, 
and  apprehension  must  not  be  passed  off  as  “an- 
xiety” in  hospitalized  patients  until  such  patients 
have  been  thoroughly  evaluated  with  pulmonary 
embolism  in  mind. 

Physical  signs  of  pulmonary  parenchymal  dis- 
ease coupled  with  cardiovascular  embarrassment 
must  always  suggest  pulmonary  embolus. 
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Electrocardiograms  and  chest  x-rays  are  in 
themselves  nonspecific,  but  will  be  of  value  in 
supporting  the  diagnosis  of  embolism.  In  a like 
manner,  serum  enzyme  analysis  (SGOT.  LDH ) 
and  bilirubin  levels  are  not  without  merit  in  sup- 
porting a diagnosis.  No  statement  as  to  whether 
or  not  pulmonary  infarction  has  occurred  can  be 
made  on  the  basis  of  the  enzyme  values  alone, 
however. 

Blood  gases  will  generally  be  abnormal  in  these 
cases. 


Pulmonary  arteriograms  are  very  specific  but 
not  infallible  in  the  diagnostic  armamentarium. 

In  essence,  this  study  answers  few  questions 
but  serves  to  reemphasize  several  problems  and 
deficiencies  in  our  understanding  of  pulmonary 
embolism.  Venous  thrombosis  must  be  prevented; 
failing  that,  it  must  be  detected  early  enough  to 
be  treated  effectively  before  embolism  occurs. 

Perhaps  intensified  study  for  evidence  of  phle- 
bothrombosis  in  patients  who  are  already  victims 
of  the  associated  conditions  described  will  be  re- 
warding in  preventing  this  major  problem.  *** 

2500  North  State  Street  (39216) 


The  Queen  of  Greece  came  to  Radcliffe  to  receive  an  honorary 
degree.  One  of  the  guests  at  the  ceremony  was  a crusty  old  psy- 
chiatrist. “Come  over  and  meet  the  Queen  of  Greece,”  smiled  the 
dean  of  Radcliffe.  The  old  psychiatrist  shook  hands  graciously, 
then  cackled  to  the  dean — loud  enough  for  Her  Majesty  to  over- 
hear, “She  seems  harmless  enough.  How  long  has  she  thought  she’s 
the  Queen?” 

— Miss.  Educational  Advance 
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Proceedings  of  the 
House  of  Delegates 

105th  Annual  Session 
April  30-May  3,  1973 
Biloxi,  Mississippi 


The  70th  Annual  Session  of  the  House  of 
Delegates  was  convened  during  the  105th  An- 
nual Session  of  the  Mississippi  State  Medical  As- 
sociation, in  pursuance  to  lawful  notice  given,  on 
April  30,  1973,  in  the  Top  of  the  Sheraton,  The 
Sheraton-Biloxi,  Biloxi,  Mississippi,  at  9:00 
o'clock  in  the  morning  by  Dr.  Charles  R.  Jenkins 
of  Laurel,  president.  The  invocation  was  spoken 
by  the  Rev.  Father  Kenny  of  Our  Lady  of  Sor- 
rows Catholic  Church  of  Biloxi. 

After  extending  greetings,  Dr.  Jenkins  present- 
ed the  vice  speaker,  Dr.  Walter  H.  Simmons  of 
Jackson,  and  the  speaker,  Dr.  John  B.  Howell, 
Jr.,  of  Canton,  who  assumed  the  chair.  Dr.  Ray- 
mond S.  Martin,  Jr.,  of  Jackson,  chairman  of  the 
Reference  Committee  on  Credentials,  reported 
the  presence  of  a quorum  of  90  registered  and 
seated  delegates  in  accordance  with  Section  3, 
Chapter  V,  By-Laws  of  the  association. 

ANNOUNCEMENT  OF  REFERENCE 

COMMITTEES 

Reports  of  Officers  and  Board  of  Trustees 
Sidney  O.  Graves,  Natchez,  Chairman 
Victor  Landry,  Lucedale 
William  H.  Preston,  Booneville 
Joseph  E.  Johnston,  Mt.  Olive 
Jack  A.  Stokes,  Pontotoc 
Miscellaneous  Business 

Frank  W.  Bowen,  Carthage,  Chairman 
William  Gillespie,  Meridian 
Wendell  B.  Holmes,  McComb 
S.  H.  McDonnieal,  Jackson 
James  K.  Williams,  Pascagoula 
Constitution  and  By-Laws 

Raymond  S.  Martin,  Jr.,  Jackson.  Chairman 
Arthur  E.  Brown,  Columbus 
Tom  H.  Mitchell,  Vicksburg 
Medical  Practices 

Max  L.  Pharr,  Jackson,  Chairman 
Donald  R.  Ellis,  Clarksdale 
George  G.  Townsend,  Forest 
Gilbert  R.  Mason,  Biloxi 


Arthur  E.  Wood,  Belzoni 
Rules  and  Order  of  Business 

Paul  H.  Moore,  Pascagoula,  Chairman 
G.  Leroy  Howell,  Starkville 
W.  Boyce  White,  Laurel 
Credentials 

Raymond  S.  Martin,  Jr.,  Jackson,  Chairman 
Tom  H.  Mitchell,  Vicksburg 
Ed  Pennington,  Ackerman 

APPOINTMENT  OF  TELLERS  AND 
SERGEANTS-AT-ARMS 

J.  Dan  Mitchell,  Jackson,  chairman  (Dr.  John  C. 
Longest  of  Starkville  served  as  Teller  on  May 
3) 

W.  R.  Campbell,  Columbia 
Charles  M.  Moore,  Philadelphia 

REPORT  OF  THE  REFERENCE  COMMITTEE 
ON  RULES  AND  ORDER  OF  BUSINESS 

To  assist  the  Speaker  and  Vice  Speaker  in  the 
orderly  conduct  of  the  proceedings  of  this  House 
of  Delegates,  your  Reference  Committee  on  Rules 
and  Order  of  Business  makes  the  following  rec- 
ommendations: 

Conduct  of  Business:  Under  the  By-Laws,  the 
business  of  the  House  must  be  conducted  accord- 
ing to  Sturgis  Standard  Code  of  Parliamentary 
Procedure,  and  the  Speaker  and  Vice  Speaker 
should  prescribe  the  order  of  business  as  set  out 
in  the  By-Laws.  To  insure  proper  recording  of  the 
transactions,  all  delegates  recognized  should  iden- 
tify themselves.  Except  for  distinguished  visitors 
and  those  having  official  capacity  in  the  associa- 
tion, unanimous  consent  should  be  obtained  for 
extending  the  privilege  of  the  floor  to  nonmem- 
bers of  the  House  of  Delegates.  The  report  of  the 
Reference  Committee  on  Credentials  should  con- 
stitute the  formal  and  official  roll  call  of  the 
House. 

Reference  Committees.  The  purpose  of  refer- 
ence committees  is  for  affording  all  members  of 
the  association  an  opportunity  to  discuss  their 
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views  on  matters  under  consideration  by  the 
House  of  Delegates. 

Reports.  All  reports  and  resolutions  presented 
should  be  referred  to  the  appropriate  reference 
committee  by  the  chair  immediately  after  their 
presentation,  the  only  exception  being  those 
which  are  of  such  a nature  as  to  require  no  fur- 
ther consideration  and  are,  therefore,  ready  for 
decision  by  vote  of  this  House.  Reports  published 
in  the  Handbook  of  the  House  of  Delegates  are 
considered  to  have  been  formally  presented  and 
should  be  referred  to  appropriate  reference  com- 
mittees by  the  chair.  Debate  should  be  reserved 
on  all  such  presentations  until  such  time  as  the 
reference  committees  conduct  formal  hearings 
and  when  they  report  to  the  House. 

Resolutions.  To  avoid  burdensome  tasks  upon 
the  reference  committees  and  to  insure  that  all 
members  have  adequate  opportunity  to  discuss 
their  views,  the  House  should  permit  no  introduc- 
tion of  resolutions  after  the  present  meeting  ex- 
cept for  ( 1 ) matters  of  an  emergency  nature,  the 
validity  of  such  emergency  to  be  determined  by 
majority  vote,  (2)  matters  relating  to  a scientific 
section  of  scientific  work,  and  (3)  proposed 
amendments  to  the  Constitution  and/or  By-Laws 
which  would  then  lie  on  the  table  for  one  year. 

The  report  of  the  reference  committee  was 
adopted. 

ADOPTION  OF  TRANSACTIONS 

On  motion  by  Dr.  Stanley  A.  Hill  of  Corinth, 
second  by  Dr.  C.  D.  Taylor,  Jr.,  of  Pass  Christian, 
the  Transactions  of  the  69th  Annual  Session  of 
the  House  of  Delegates,  104th  Annual  Session  of 
the  association,  May  8-11,  1972,  published  in 
Volume  XIII,  Number  8,  Journal  of  the  Mis- 
sissippi State  Medical  Association,  August 
1972,  were  adopted. 

REMARKS  OF  THE  SPEAKER 

Dr.  John  B.  Howell,  Jr.:  Your  Speaker  and 
Vice  Speaker  extend  warm  greetings  to  the  105th 
Annual  Session  of  our  Mississippi  State  Medical 
Association  and  the  70th  Annual  Session  of  the 
House  of  Delegates. 

We  hope  and  believe  that  every  effort  possible 
has  been  made  for  your  convenience  and  comfort 
at  this  year’s  annual  meeting. 

All  advance  information  indicates  that  this  will 
be  one  of  the  most  well  attended  and  active  meet- 
ings in  the  recent  history  of  the  association — and 
this  is  good.  We  have  a full  scientific  agenda — 
more  scientific  exhibits  by  members  of  the  asso- 


ciation than  at  any  meeting — and  as  you  can  see 
from  your  delegates’  folders,  we  have  many  im- 
portant matters  to  decide  as  members  of  this 
House  of  Delegates. 

Your  Speaker  and  Vice  Speaker  would  like  to 
reemphasize  that  portion  of  the  report  of  the 
Chairman  of  the  Reference  Committee  on  Rules 
and  Order  of  Business  where  he  stated  that  “the 
purpose  of  reference  committees  (of  this  House) 
is  for  affording  all  members  of  the  association  an 
opportunity  to  discuss  their  views  on  matters  un- 
der consideration  by  the  House  of  Delegates.” 

Your  Speakers  respectfully  urge  your  attend- 
ance at  meetings  of  reference  committees.  Discus- 
sion is  invited  when  these  committees  present 
their  reports  on  Thursday  but  for  orderly  con- 
clusions it  should  be  discussion  by  those  who  have 
participated  in  the  formulation  of  the  commit- 
tee’s recommendations. 

Your  Speakers  encourage  you  to  make  your  de- 
cisions in  an  atmosphere  of  constructive  debate. 
Parliamentary  procedure  can  be  as  simple  or  as 
complicated  as  the  deliberative  body  wishes  but 
the  quality  of  its  decisions  is  more  likely  than  not 
to  bear  a direct  relationship  to  the  uncomplicated, 
orderly,  and  courteous  manner  in  which  the  de- 
cisions are  reached. 

In  conclusion,  your  Speakers  promise  you  our 
best  efforts  in  conducting  the  business  before  this 
House.  We  know  that  you  desire  to  join  us  in 
these  efforts.  Let  us  be  about  our  business  in  an 
informed,  constructive  and  democratic  atmo- 
sphere. 

REPORT  OF  THE  REFERENCE  COMMITTEE 
ON  REPORTS  OF  OFFICERS  AND 
BOARD  OF  TRUSTEES 

Your  reference  committee  appreciates  the  re- 
port and  work  of  our  Speaker,  Dr.  John  B.  How- 
ell, and  Vice  Speaker,  Dr.  Walter  Simmons.  We 
know  that  this  House  of  Delegates  wishes  to  join 
us  in  this  commendation. 

The  report  of  the  reference  committee  was 
adopted. 

PRESENTATION  OF  DISTINGUISHED  GUESTS 

The  Speaker  presented  the  following  distin- 
guished guests: 

Dr.  Alton  B.  Cobb,  Director,  Mississippi  Med- 
icaid Commission. 

Dr.  Hugh  B.  Cottrell,  State  Health  Officer. 

Dr.  Robert  E.  Blount,  Dean  and  Director,  Uni- 
versity of  Mississippi  Medical  Center. 

Mr.  Charles  W.  Flynn,  Director,  Mississippi 
Hospital  Association. 


332 


JOURNAL  MSMA 


Mr.  Bill  Long  and  Mr.  Jim  Alexander,  med- 
ical student  delegates. 

Mr.  George  Butler,  president,  Mississippi  Hos- 
pital and  Medical  Service. 

Mr.  Sam  Cameron,  Deputy  Director,  Mississip- 
pi Hospital  Association. 

Mr.  Bud  Wright,  Director,  Officers  Services, 
American  Medical  Association. 

ANNOUNCEMENT  OF  NOMINATING 

COMMITTEE 

Following  a recess  for  caucuses  by  association 
districts,  the  Nominating  Committee  was  an- 
nounced: 

J.  V.  Ferguson,  Jr.,  Greenwood,  District  1. 

John  R.  Lovelace,  Batesville,  District  2. 

Arthur  E.  Brown,  Columbus,  District  3. 

S.  Lamar  Bailey,  Kosciusko,  District  4. 

William  B.  Hopson,  Jr.,  Vicksburg,  District  5. 

William  M.  Gillespie,  Jr.,  Meridian,  District  6. 

Robert  S.  Cooke,  Jr.,  Hattiesburg,  District  7. 

Bruce  M.  Kuehnle,  Natchez,  District  8. 

C.  D.  Taylor,  Jr.,  Pass  Christian,  District  9. 

Dr.  Taylor  was  elected  chairman  of  the  com- 
mittee which  conducted  an  open  meeting  on  May 
2,  1973,  and  posted  the  nominations  for  the  in- 
formation of  all  members  in  addition  to  submit- 
ting a written  report  of  nominations  to  the  House 
of  Delegates. 

ADDRESS  OF  THE  PRESIDENT 

The  Speaker  declared  the  House  of  Delegates 
in  open  session,  and  the  president.  Dr.  Charles 
R.  Jenkins,  delivered  his  address.  The  address  has 
been  published  separately  in  Volume  XIV.  Num- 
ber 7,  Journal  of  the  Mississippi  State  Med- 
ical Association,  July  1973. 

REPORT  OF  THE  REFERENCE  COMMITTEE 
ON  REPORTS  OF  OFFICERS  AND 
BOARD  OF  TRUSTEES 

Your  reference  committee  wishes  to  commend 
our  President,  Dr.  Charles  R.  Jenkins,  for  the 
outstanding  speech  he  made  to  the  House  of  Dele- 
gates on  Monday.  Doctor  Jenkins  has  done  an  ex- 
cellent job  as  our  president  during  this  year,  and 
we  are  grateful  to  him  in  this  regard. 

Your  reference  committee  considered  Recom- 
mendation No.  3 contained  in  the  President’s  ad- 
dress, namely,  that  the  immediate  past-president 
sit  with  the  Board  of  Trustees.  In  considering  this 
recommendation,  we  particularly  note  that  the  im- 
mediate past-president  has  spent  a year  in  med- 
ical activities  on  the  state  and  national  level.  We 
believe  that  we  should  take  advantage  of  this  ex- 
perience and  we,  therefore,  recommend  adoption 


of  Recommendation  No.  3 as  contained  in  the 
President’s  address,  beginning  in  1973. 

The  report  of  the  reference  committee  was 
adopted. 

REPORT  OF  THE  COUNCIL  ON 
CONSTITUTION  AND  BY-LAWS 

Address  of  the  President,  Recommendation 
No.  1.  Your  reference  committee  considered  Rec- 
commendation  No.  1 of  the  President’s  address 
which  states: 

“That  the  tenure  of  office  of  future  members 
of  the  Board  of  Trustees  be  limited  to  two  three- 
year  terms  rather  than  three.  The  tenure  of  the 
present  members  of  the  board  would  not  be  af- 
fected.” 

Your  reference  committee  recommends  that 
this  recommendation  be  not  adopted  and  be  re- 
ferred to  the  ad  hoc  study  committee  noted  be- 
low. 

The  report  of  the  reference  committee  was 
adopted. 

Your  reference  committee  considered  Recom- 
mendation No.  2 contained  in  the  President’s  ad- 
dress which  states: 

“That  the  President  and  the  Speaker  of  the 
House  be  voting  members  of  the  Board  of  Trust- 
ees— this  is  in  line  with  the  AMA,  American 
Academy  of  Family  Physicians,  and  other  nation- 
al medical  organizations.” 

We  recommend  adoption  of  Recommendation 
No.  2.  Your  reference  committee  further  recom- 
mends that  the  Secretary-Treasurer  be  a voting 
member  of  the  Board  of  Trustees.  We  recognize 
that  this  recommendation  represents  an  amend- 
ment to  the  By-Laws  and  that  amendments  to  the 
By-Laws  must  lay  on  the  table  for  one  day.  This 
latter  recommendation  could,  therefore,  not  be 
implemented  until  the  106th  Annual  Session. 

A substitute  motion  was  put  by  Dr.  C.  D.  Tay- 
lor, seconded  by  Dr.  W.  Moncure  Dabney,  and 
passed — “That  the  Reference  Committee  report 
be  not  adopted  and  be  referred  to  the  ad  hoc 
study  committee  noted  below.”  Drs.  Jack  Stokes, 
Tom  Mitchell,  Ellis  Moffitt,  James  K.  Williams 
and  Joe  Johnston  spoke  for  Recommendation 
No.  2 in  President’s  address.  Drs.  Lawrence  W. 
Long,  J.  T.  Davis  and  Lamar  Arrington  spoke 
against  Recommendation  No.  2.  Dr.  Charles  R. 
Jenkins  discussed  Recommendation  No.  2. 

The  report  of  the  reference  committee  was 
adopted  as  amended. 

Your  reference  committee  considered  Recom- 
mendation No.  4 of  the  President’s  address  deal- 
ing with  realignment  of  the  nine  association  dis- 
tricts along  with  Resolutions  No.  2 and  1 1 below. 
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Your  reference  committee  considered  the  Re- 
port of  the  Board  of  Trustees  pertaining  to  Reso- 
lution No.  5 as  contained  in  the  Handbook  of 
the  House  of  Delegates.  This  resolution  recom- 
mended that  “the  Council  on  Constitution  and  By- 
Laws  seek  appropriate  changes  in  our  Constitu- 
tion and  By-Laws”  to  establish  a category  of  hon- 
orary membership  within  the  Association.  The 
resolution  was  approved  at  the  1972  Annual  Ses- 
sion. Your  Council  on  Constitution  and  By-Laws 
recommends  the  following  amendment  to  the 
MSMA  Constitution  and  By-Laws  to  lay  on  the 
table  for  one  year  as  required  by  that  Constitu- 
tion and  By-Laws. 

Amend  Article  IV — MSMA  Constitution,  Sec- 
tion 1.  “Members  of  the  Mississippi  State  Med- 
ical Association.  Members  shall  be  active,  asso- 
ciate, emeritus,  or  honorary,  according  to  re- 
quirements and  provisions  of  the  By-Laws.  There 
may  also  be  invited  guests.  Membership  other 
than  associate  and  honorary  shall  be  construed 
as  active  in  connection  with  the  rights  and  privi- 
leges accruing  thereto.  (New  wording  in  italics) 

Amend  Chapter  I — MSMA  By-Laws,  Section  1. 
“Eligibility.  Each  component  society  of  the  Mis- 
sissippi State  Medical  Association  shall  judge  the 
qualifications  of  candidates  for  election  to  mem- 
bership therein,  which  shall  be  restricted  to  those 
persons  who  hold  the  degree  of  Doctor  of  Medi- 
cine from  an  appropriate  accredited  source  as  de- 
fined by  the  American  Medical  Association,  or 
in  lieu  thereof,  a foreign  degree  in  medicine  which 
is  an  acceptable  equivalent  to  the  Board  of  Trust- 
ees and  shall  be  a citizen  of  the  United  States.  All 
candidates  for  any  degree  of  membership  other 
than  associate  or  honorary  must  be  legally  li- 
censed to  practice  medicine  in  Mississippi.  . . .” 
(New  wording  in  italics) 

Amend  Chapter  1 — MSMA  By-Laws,  Section 
3.  “Degrees  of  Membership.  Members  of  the  Mis- 
sissippi State  Medical  Association  shall  be  divid- 
ed into  the  following  classifications  (a)  active  . . . 

(b)  associate  . . . (c)  emeritus  ...  (d)  honoraiy 
membership.  A layman  who  has  rendered  meri- 
torious service  may  on  approval  and  nomination 
by  the  Judicial  Council  be  elected  to  honorary 
membership  by  majority  vote  of  the  House  of 
Delegates.  Honorary  members  shall  not  vote  or 
hold  office.  . . .”  (New  wording  in  italics) 

Section  4.  Registration  Privileges.  Only  the  fol- 
lowing shall  be  permitted  to  register  at  any  ses- 
sion: 

(a)  Active  members 


(b)  Emeritus  members 

(c)  Associate  members 

(d)  Honorary  members 

(e)  Invited  guests 

(f)  Medical  students  of  American  Medical 
Association  approved  medical  schools  who  are 
certified  to  the  Executive  Secretary  of  the  Asso- 
ciation by  their  respective  deans. 

(g)  Interns  and  residents  who  are  graduates 
of  American  Medical  Association  approved  med- 
ical schools  and  who  are  connected  with  an  ap- 
proved hospital  and  who  are  certified  to  the  Ex- 
ecutive Secretary  of  the  Association  by  their  re- 
spective hospital  superintendents  in  event  they  are 
not  associate  members  of  the  Association. 

(h)  Commissioned  medical  officers  of  the 
United  States  Armed  Forces  who  are  on  active 
duty  and  who  if  not  associate  members  are  cer- 
tified to  the  Executive  Secretary  by  their  Post  or 
Base  Surgeons.”  (New  wording  in  italics) 

Mr.  Speaker,  I move  the  adoption  of  this  por- 
tion of  the  report. 

The  report  of  the  reference  committee  was 
adopted. 

SPECIAL  ADDRESS 

Dr.  C.  A.  Hoffman  of  Huntington.  W.  Virginia, 
president  of  the  American  Medical  Association, 
addressed  the  House  of  Delegates  as  the  prin- 
cipal speaker  of  the  105th  Annual  Session. 

REPORT  OF  THE  DELEGATES  TO  AMA 

Your  delegates  to  the  American  Medical  As- 
sociation, in  conformity  with  custom  and  past 
practices,  have  limited  their  joint  report  to  this 
House  of  Delegates  to  key  policy  actions  at  the 
annual  and  clinical  conventions.  Because  of  the 
comprehensive  reporting  in  the  American  Med- 
ical News  and  Journal  AMA  of  scientific  and  sub- 
sidiary activities,  further  reporting  of  these  as- 
pects of  the  AMA  conventions  would  constitute 
needless  duplication  and  repetition. 

Dr.  C.  D.  Taylor,  Jr.,  of  Pass  Christian  com- 
pleted the  second  year  of  his  first  full  term,  Dec. 
31,  1972.  Dr.  G.  Swink  Hicks  of  Natchez  com- 
pleted the  first  year  of  his  second  full  term  Dec. 
31,  1972.  Dr.  Joseph  B.  Rogers  of  Oxford  (elect- 
ed in  May  1972)  entered  his  first  term  as  AMA 
Delegate  on  Jan.  1,  1973.  Dr.  Stanley  A.  Hill  of 
Corinth  completed  the  first  year  of  his  term  as 
Alternate  Delegate.  Dr.  Arthur  E.  Brown  of  Co- 
lumbus (elected  in  May  1972)  entered  his  first 
term  as  Alternate  Delegate  on  Jan.  1,  1973. 

This  reporting  covers  the  121st  Annual  Con- 
vention at  San  Francisco,  June  18-22,  1972,  and 
the  26th  Clinical  Convention  at  Cincinnati,  Nov. 
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26-29,  1972.  Your  delegation  is  indebted  to  our 
president  and  other  officers  and  members  who 
participated  in  these  conventions  and  worked  with 
us. 

San  Francisco  Annual  Convention.  The  AMA 
House  of  Delegates  met  for  a total  of  17  hours 
and  20  minutes  and  acted  on  59  reports  and  130 
resolutions  during  the  121st  Annual  Convention, 
June  18-22,  1972.  Additional  time  was  spent  in 
reference  committee  discussion.  Delegates  named 
Dr.  Russell  B.  Roth  of  Erie,  Pa.,  President-elect. 
Other  officers  were  named  in  the  AMA  News. 

Dr.  Carl  A.  Hoffman  of  Huntington.  W.  Va.  in 
his  inaugural  address  used  as  a theme,  “A  House 
of  Medicine  United — or  a House  Divided?”  He 
spoke  out  strongly  against  unionism  in  our  pro- 
fession. He  thought  the  power  of  the  union  was 
the  strike,  and  a strike,  even  the  threat  of  a strike, 
is  a threat  to  withhold  services.  It  is,  therefore, 
a violation  of  medical  ethics.  He  pointed  out  that 
millions  of  Americans  still  enjoy  a close  personal 
relationship  with  their  physicians. 

Dr.  Wesley  W.  Hall  of  Reno,  Nev.,  retiring 
president  of  the  AMA,  paraphrased  President 
J.  F.  Kennedy’s  “Ask  not  what  your  profession 
can  do  for  you,  but  what  you  can  do  for  your 
profession.”  Dr.  Hall  said  he  “attempted  to  visit 
with  every  doctor  possible  at  every  medical  meet- 
ing he  attended.”  He  recommended  six  consider- 
ations to  the  House: 

(1)  Study  of  physician  manpower  supply  and 
medical  schools  to  determine  precisely  how  many 
doctors  the  country  needs  and  how  they  should 
be  distributed. 

(2)  Better  liaison  with  medical  schools. 

(3)  A national  speakers  bureau  of  the  AMA. 

(4)  Improvement  of  liaison  with  constituent 
and  component  societies. 

( 5 ) A management  survey  of  AMA. 

(6)  A three-times  yearly  report  from  AMA 
to  delegates  and  state  society  officials  showing 
current  AMA  membership,  state  by  state. 

The  House  received  and  adopted  results  of  the 
first  membership  opinion  poll  on  critical  issues  af- 
fecting the  practice  of  medicine.  Of  the  respon- 
dents, 73.1  per  cent  recommended  that  AMA 
continue  to  seek  to  retain  the  basic  principles  of 
private  practice  in  any  government  enacted  health 
program.  Fifty-five  per  cent  preferred  the  AMA 
plan  of  national  health  insurance  over  all  others. 
The  poll  was  critical  of  AMA  on  some  issues  and 
services  and  also  was  in  accordance  with  many 
of  the  ideas  as  put  forth  by  AMA. 

The  House  approved  a policy  opposing  em- 
ployment of  physicians’  assistants  in  and  by  hos- 
pitals. The  physician  must  direct  the  assistant. 


Guidelines  for  compensating  physicians  for  ser- 
vices of  physicians’  assistants  urged  legislation  to 
empower  State  Boards  of  Medical  Examiners  to 
approve  a physician’s  employment  of  an  assistant 
and  to  approve  proposed  functions  of  the  assist- 
ant as  described  by  his  employer.  The  use  of  the 
term,  physician’s  assistant,  refers  solely  to  the 
new  occupations  being  developed  to  assist  the 
physician  in  delivery  of  personal  care  services. 

The  delegates  voted  to  support  efforts  to  in- 
crease the  number  and  improve  the  utilization  of 
medical,  nursing  and  allied  health  personnel  until 
1975,  and  then  to  re-evaluate  needs.  They  strong- 
ly supported  and  reaffirmed  the  expanded  role  for 
the  nurse  in  providing  patient  care  and  related  her 
to  physicians’  assistants  so  that  complementation 
and  not  duplication  will  be  the  end  result. 

Representatives  of  the  AMA,  Association  of 
American  Medical  Colleges,  Council  of  Medical 
Specialty  Societies,  American  Hospital  Associa- 
tion, the  public,  and  the  federal  government  will 
participate  in  a liaison  committee  on  graduate 
medical  education  and  a Coordinating  Council 
on  Medical  Education.  Interns,  residents,  and  even 
medical  students,  will  shortly  be  brought  into 
these  bodies. 

“The  AMA  does  not  condone  the  production, 
sale  or  use  of  marihuana.  It  does,  however,  rec- 
ommend that  the  personal  possession  of  insignifi- 
cant amounts  be  considered  at  most  a misde- 
meanor with  conservative  penalties  applied.”  The 
House  also  recommends  its  (marihuana)  prohibi- 
tion for  public  use. 

Doctors’  fees  can  hardly  be  set  by  third  parties, 
and  only  duly  constituted  members  of  organized 
medicine  shall  determine  “usual,  customary,  and 
reasonable  fees.”  Most  of  the  discussion  was  di- 
rected at  Aetna  Life  and  Casualty  Insurance  Co. 

Other  actions  included  receipt  of  a report  from 
the  Executive  Vice-President,  Dr.  Ernest  B.  How- 
ard, which  delineated  the  many  services  rendered 
by  the  AMA  central  office  and  staff.  It  was  en- 
lightening. 

Medical  students  can  be  taken  into  direct  mem- 
bership under  a new  procedure.  The  Atlantic  City 
date  in  1975  was  reaffirmed  and  in  1976  the  con- 
vention will  go  to  Dallas. 

Fireman’s  Fund  has  a new  accepted  contract 
for  group  disability  insurance. 

Discussion  of  terms  of  offices,  selection  of  dele- 
gates, numerical  representation  and  geographic 
representation  of  the  Board  of  Trustees  was  held. 
The  Council  on  Long  Range  Planning  will  ex- 
plore these  matters  and  delegates  will  vote  in  No- 
vember 1972  on  Board  of  Trustees  terms. 

Dr.  Paul  Dudley  White  of  Boston  received  the 
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fifth  annual  Sheen  Award  (including  a check  for 
$10,000.00)  for  outstanding  contributions  to 
medicine. 

(This  report  was  prepared  by  C.  D.  Taylor,  Jr., 
M.D..  of  Pass  Christian.  Delegate  to  AM  A.) 

Cincinnati  Clinical  Convention.  The  AMA 
House  of  Delegates  met  for  a total  of  8 hours 
and  55  minutes  and  acted  on  59  reports  and  65 
resolutions  during  the  26th  clinical  convention, 
Nov.  26-29,  1912. 

The  major  issue  was  the  recently  passed  legis- 
lation, H.R.l,  which  authorized  professional 
standards  review  organizations.  The  House  voted 
for  the  AMA  to  “provide  a dominant  role  of 
leadership  in  the  implementation  of  the  PSRO 
program  to  assure  that  the  best  interests  of  the 
public  and  the  profession  are  preserved.”  An  Ad- 
visory Committee  on  Professional  Standards  Re- 
view will  be  created  by  the  Board  of  Trustees  to 
help  provide  input  from  the  medical  profession  in 
development  of  PSRO  regulations;  to  help  con- 
stituent societies  set  up  PSROs;  and  to  aid  in  de- 
fining appropriate  geographic  boundaries. 

In  his  presidential  address,  Dr.  Carl  A.  Hoff- 
man of  Huntington,  W.  Va.,  emphasized  the 
problems  of  inadequate  catastrophic  illness  insur- 
ance coverage  and  maldistribution  of  physicians 
and  reported  on  his  recent  trip  to  England.  Swe- 
den, West  Germany  and  the  Soviet  Union.  He 
was  impressed  that  health  care  problems,  espe- 
cially maldistribution  which  limits  access  to  med- 
ical care  for  some  citizens,  were  similar  to  those 
in  the  U.  S.  despite  vastly  different  economic, 
political  and  cultural  conditions. 

Recent  budget  restraints  recommended  by  the 
Board  of  Trustees  were  approved  by  the  House, 
including  termination  of  four  councils  and  six 
committees.  Further  economizing  resulted  in  mak- 
ing specialty  journals  available  on  subscription 
only,  beginning  Jan.  9.  The  JAMA  and  Prism, 
the  AMA’s  new  socioeconomic  publication,  will 
be  sent  as  membership  benefits. 

Delegates  voted  to  limit  terms  of  trustees  to 
two  3-year  terms.  The  matter  was  referred  to  the 
Council  on  Constitution  and  By-laws  for  further 
study  and  recommendations. 

In  adopting  a report  dealing  with  new  federal 
regulations  in  regard  to  blood  collection  and  dis- 
tribution, the  House  recommended  that  operating 
standards  of  the  American  Association  of  Blood 
Banks  and  the  American  Red  Cross  be  recognized 
and  accepted;  that  physicians  be  represented  on 
any  national  panel  set  up  to  advise  on  procure- 
ment or  use  of  blood,  and  that  programs  to  in- 
crease voluntary  blood  donation  be  encouraged. 


The  Council  on  Long  Range  Planning  and  De- 
velopment will  be  expanded  to  include  one  intern 
and  resident  member  of  the  AMA  as  a full  voting 
member,  and  for  the  first  time,  a medical  student 
took  his  seat  in  the  House  of  Delegates.  The 
House  set  annual  dues  for  student  AMA  mem- 
bers at  $15.00. 

Delegates  were  informed  that  an  Internal  Rev- 
enue Service  ruling  which  barred  physicians  from 
withdrawing  voluntary  contributions  to  their 
Keogh  Law  plan  prior  to  disability  or  age  5 9 Vi 
will  be  revised  to  permit  withdrawal  of  such  con- 
tributions made  to  a qualified  plan  prior  to  Mar. 
6,  1972.  The  AMA  had  strongly  protested  the 
ruling,  and  the  House  complimented  AMA  staff 
for  its  “prompt  and  effective  action.” 

The  House  selected  Dr.  George  Hoyt  Whipple, 
winner  of  the  1934  Nobel  Prize  in  medicine,  to 
receive  the  Distinguished  Service  Award  of  the 
AMA  at  the  1973  annual  meeting  in  New  York. 
Dr.  Whipple,  now  94,  won  the  Nobel  Prize  for 
his  work  in  pernicious  anemia,  particularly  in  the 
use  of  liver  in  treatment.  He  was  also  recognized 
for  founding  the  University  of  Rochester  School 
of  Medicine  and  Dentistry. 

Leslie  Townes  (Bob)  Hope  received  the  Lay- 
man’s Citation  for  Distinguished  Service  in  recog- 
nition of  his  contributions  to  the  Eisenhower 
Medical  Center  in  Palm  Springs,  Cal.,  including 
its  80-acre  site,  which  total  nearly  $1.5  million. 
Mr.  Hope  had  also  staged  fund  raising  dinners 
which  had  brought  another  $3.5  million  to  the 
center. 

The  House  recognized  Dr.  C.  D.  Taylor  of  Pass 
Christian,  retiring  delegate  from  the  MSMA,  and 
commended  him  for  loyal  and  outstanding  service. 

Dr.  William  E.  Lotterhos  of  Augusta,  Ga., 
former  speaker  of  the  MSMA  House  of  Delegates, 
was  elected  chairman  of  the  AMA  Council  on 
Scientific  Assembly. 

(This  report  was  prepared  by  Dr.  G.  Swink 
Hicks  of  Natchez,  Delegate  to  AMA.) 

Expression  of  Delegates.  Your  AMA  Delegates 
express  their  appreciation  to  our  own  House  of 
Delegates,  to  the  Board  of  Trustees  with  whom 
we  sit  at  all  meetings,  and  to  the  general  officers 
for  support,  assistance,  and  continuing  communi- 
cation so  that  we  may  be  properly  prepared  to 
represent  your  wishes  and  policy  positions. 

REPORT  OF  THE  REFERENCE  COMMITTEE 
ON  REPORTS  OF  OFFICERS  AND 
BOARD  OF  TRUSTEES 

Your  reference  committee  considered  the  re- 
ports of  our  Delegates  to  AMA,  Dr.  G.  Swink 
Hicks  and  Dr.  C.  D.  Taylor.  We  commend  them 
for  their  work  in  our  behalf.  During  considera- 
tion of  their  reports,  there  was  strong  recommen- 
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dation  that  the  association  go  on  record  as  being 
opposed  to  the  licensing  of  physician  assistants. 
Such  assistants  should  work  under  the  direct  su- 
pervision of  physicians.  We  concur  with  this  rec- 
ommendation. 

The  report  of  the  reference  committee  was 
adopted. 

REPORT  OF  THE  COUNCIL  ON 
SCIENTIFIC  ASSEMBLY 

Organization  and  Duties.  The  Council  on  Sci- 
entific Assembly  is  a constitutional  body  of  the 
House  of  Delegates,  charged  with  the  responsibil- 
ity of  planning  the  annual  session  of  the  associa- 
tion to  include  all  scientific  activities,  program- 
ming, and  the  scheduling  of  annual  session  events. 
The  council  membership  consists  of  the  chairman 
and  secretaries  of  the  seven  scientific  sections 
and  the  secretary-treasurer  of  the  association,  a 
total  of  15  members. 

105th  Annual  Session.  Planning  and  organi- 
zation of  the  105th  Annual  Session  was  initiated 
in  the  summer  of  1972.  The  format  suggested  in 
the  By-Laws  and  approved  by  the  House  of  Dele- 
gates has  been  continued  with  general  sessions 
centered  around  broad  areas  of  specialty  inter- 
ests. To  the  maximum  possible  extent,  conflicts 
in  schedules  and  programming  have  been  elim- 
inated, although  as  a practical  matter,  such  total 
elimination  is  not  possible.  In  some  instances,  the 
council  has  requested  and  placed  essayists  from 
various  specialty  societies  not  represented  in  the 
Scientific  Assembly  before  section  audiences. 

We  are  gratified  that  at  the  present  annual  ses- 
sion, 15  specialty  societies  have  related  or  con- 
current meetings  with  us.  Four  medical  alumni 
groups  have  fraternal  and  social  occasions,  and 
various  nonscientific  but  medically  related  bodies 
will  meet  during  April  29-May  3.  We  continue 
to  believe  that  providing  for  and  encouraging 
these  related  meetings  increases  the  attractiveness 
of  the  annual  session  to  the  membership  and  ben- 
efits attendance.  We  are  glad  to  continue  support 
of  the  Woman’s  Auxiliary  and  its  concurrent  an- 
nual session  with  us. 

Medical  television  on  the  agenda  for  the  105th 
Annual  Session  will  feature  films  of  surgery  per- 
formed at  the  V.A.  Center  in  Jackson.  Films  will 
be  shown  on  May  1 and  2.  We  are  gratified  with 
the  presentations  in  the  scientific  exhibit,  and  we 
urge  every  member  and  guest  to  view  these  and 
the  Technical  Exhibits. 

Technical  Exhibit.  Your  council  notes  that 
ethical  pharmaceutical  firms,  suppliers,  and  oth- 
ers eligible  for  purchase  of  space  in  our  Technical 
Exhibit  are  declining  our  invitation  to  participate 
in  growing  numbers.  This  is  not  confined  to  Mis- 


sissippi, because  other  state  medical  associations, 
major  state  specialty  societies,  and  national  or- 
ganizations are  having  the  same  experience. 

Federal  drug  legislation,  changing  concepts  in 
marketing,  and  tighter  budgets  for  advertising 
have  taken  a toll  of  technical  exhibit  revenues. 
We  have  circularized  more  potential  exhibitors 
than  ever  before,  and  we  continue  to  do  all  things 
possible  to  increase  this  participation. 

Your  council  has  investigated  the  possibility 
of  making  the  annual  session  self-sustaining. 
Based  upon  past  registration  it  would  cost  some 
$10-15  per  MSMA  registrant  to  conduct  the  an- 
nual session. 

Headquarters  Hotel.  The  annual  session  will 
be  held  at  the  Sheraton-Biloxi  for  the  third  year. 
Based  upon  action  by  the  Board  of  Trustees  a 
committee  was  appointed  last  fall  consisting  of 
the  President  and  Chairman  of  the  Council  to  re- 
view our  annual  session  contract  with  the  Shera- 
ton-Biloxi and  to  investigate  possible  new  sites 
for  our  annual  sessions.  With  respect  to  the  for- 
mer the  Sheraton-Biloxi  has  implemented  certain 
changes  for  this  year’s  meeting  which  hopefully 
will  improve  our  convention.  We  urge  each  regis- 
trant to  complete  the  Sheraton  “service  question- 
naire” located  in  their  room  so  that  we  may  know 
your  views  on  the  services  provided  by  the  Shera- 
ton staff  at  this  year’s  meeting.  Pending  comple- 
tion of  the  Holiday  Inn  convention  hotel  in  Jack- 
son,  the  Buena  Vista  Hotel  is  the  only  other  facil- 
ity which  can  accommodate  our  annual  meeting. 

Expression  of  the  Council.  Your  council  on 
Scientific  Assembly  is  grateful  for  the  support,  co- 
operation, and  assistance  we  have  received  in 
planning  the  105th  Annual  Session  of  the  associa- 
tion. 

REPORT  OF  THE  REFERENCE  COMMITTEE 
ON  MISCELLANEOUS  BUSINESS 

Your  committee  considered  the  report  of  the 
Council  on  Scientific  Assembly  as  contained  in 
the  Handbook  of  the  House  of  Delegates.  We 
commend  our  Council  on  Scientific  Assembly  for 
the  outstanding  work  they  have  done  in  organiz- 
ing the  scientific  program  for  this  annual  session. 
We  especially  wish  to  recognize  and  thank  the 
council’s  Chairman,  Dr.  Raymond  S.  Martin,  Jr., 
for  his  work  in  this  regard.  We  recommend  adop- 
tion of  the  Report  of  the  Council  on  Scientific 
Assembly. 

The  report  of  the  reference  committee  was 
adopted. 

REPORT  OF  THE  COUNCIL  ON 
MEDICAL  SERVICE 

Organization  and  Duties.  The  Council  on  Med- 
ical Service  is  a constitutional  body  of  the  House 
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of  Delegates,  consisting  of  nine  members,  one 
from  each  association  district,  elected  for  terms 
of  three  years  each.  There  are  three  ex  officio 
members  who  are  our  president,  president-elect, 
and  secretary-treasurer.  The  council  is  charged 
with  the  responsibility  of  ascertaining  and  study- 
ing all  aspects  of  medical  care  in  Mississippi.  Un- 
der the  council’s  jurisdiction  are  assigned  activ- 
ities of  the  association  in  medical  service,  emer- 
gency service  programs,  medical  care  for  the  in- 
digent, and  the  work  of  allied  medical  agencies 
and  organizations. 

The  council  is  assisted  by  seven  committees, 
five  constitutional  and  two  ad  hoc.  These  embrace 
a wide  range  of  subject  areas  in  our  purview  of 
responsibility,  including  maternal  and  child  care, 
blood  and  blood  banking,  mental  health,  occupa- 
tional health,  nursing,  family  planning  and  college 
health. 

Maternal  and  Child  Care.  The  committee  has 
continued  its  study  of  maternal  deaths  occurring 
in  Mississippi  and  meets  quarterly  for  this  pur- 
pose. Individual  committee  members  regularly 
prepare  case  reports  for  publication  in  the  Jour- 
nal MSMA.  During  the  year  the  committee  was 
represented  on  a Committee  on  Maternal  and 
Child  Care  panel  discussion  at  the  District  VII 
meeting  of  the  American  College  of  Ob-Gyn. 

The  committee  works  closely  with  the  Depart- 
ment of  Obstetrics  and  Gynecology  at  the  Univer- 
sity Medical  Center.  The  committee  plans  to  up- 
date its  “Maternal  Health  Desk  Cards”  with  the 
assistance  of  the  Department.  The  committee  con- 
tinues to  distribute  the  cards  to  hospitals  through 
chiefs-of-staff  and  chiefs  of  ob-gyn  services. 

The  committee’s  chairman  is  Dr.  William  B. 
Wiener  of  Jackson  and  the  committee  has  con- 
sultants in  medicine,  pathology,  and  anesthesiol- 
ogy. 

Blood  and  Blood  Banking.  This  committee  is 
responsible  for  oversight  of  blood  and  blood 
banking  activities  in  Mississippi.  The  committee 
chairman  is  Dr.  Warren  N.  Bell  of  Jackson. 

Nursing.  This  committee  was  accorded  con- 
stitutional status  at  the  104th  Annual  Session  of 
the  association.  The  committee  conducts  an  ac- 
tive program  of  liaison  with  the  Mississippi 
Nurses  Association  serving  as  the  medical  asso- 
ciation’s representatives  on  the  MSMA/MNA 
Joint  Practice  Committee.  The  chairmen  of  the 
two  committees  attended  the  National  Joint  Prac- 
tice Commission  meeting  conducted  in  the  Fall 
of  1972. 

During  the  year  the  Committee  on  Nursing  has 
formally  responded  to  the  Mississippi  Senate 


Committee  on  Public  Health  in  regard  to  nurse 
education  in  Mississippi.  Additionally,  the 
MSMA/MNA  Joint  Practice  Committee  has 
given  extensive  consideration  to  mechanisms  for 
formalizing  the  role  of  the  clinical  nurse  practi- 
tioner/physician’s assistant  with  a view  toward 
making  recommendations  to  the  House  of  Dele- 
gates in  this  regard.  The  chairman  of  the  com- 
mittee is  Dr.  Tom  H.  Mitchell  of  Vicksburg. 

Mental  Health.  This  committee  is  responsible 
for  oversight  of  mental  health  activities  in  the 
state.  The  chairman  of  the  committee  is  Dr.  Jerry 
M.  Ross  of  Whitfield. 

Committee  on  Occupational  Health.  This  com- 
mittee met  in  July,  1972.  Prior  to  that  time  the 
committee  had  not  met  formally  since  March, 
1967  when  it  concluded  its  study  of  “Occupation- 
al Health  Programs  in  Small  Plants.”  Based  upon 
a review  of  present  programs  and  activities  with- 
in the  committee’s  assigned  sphere  of  interest  the 
committee  has  unanimously  recommended  that 
it  be  absolved  as  a constitutional  committee  of  the 
Council  on  Medical  Service  and  that  the  associa- 
tion’s activities  in  occupational  health  be  assigned 
to  an  ad  hoc  committee  as  need  dictates.  The 
council  concurs  with  this  recommendation. 

Committee  on  College  Health  (ad  hoc).  This 
committee  is  charged  with  the  responsibility  of 
stimulating  interest  in  health  programs  and  im- 
provement of  health  facilities  on  the  college  cam- 
puses in  Mississippi.  The  committee  is  in  the 
process  of  surveying  the  status  of  student  health 
programs  at  the  state’s  universities  and  colleges 
and  a formal  report  will  be  published  in  this  re- 
gard. 

Other  Council  Activities.  The  council  has  con- 
tinued to  monitor  the  Medicaid  Program  and  is 
grateful  to  Dr.  Alton  B.  Cobb,  director  of  the 
Mississippi  Medicaid  Commission,  for  his  interest 
and  cooperation  in  this  regard.  A member  of  the 
council  also  serves  on  the  Physicians’  Advisory 
Committee  to  the  Mississippi  Medicaid  Commis- 
sion. 

The  council  was  pleased  to  review  a proposed 
Regional  Medical  Program  sponsored  demonstra- 
tion project  to  use  allied  health  professionals  to 
provide  medical  care  under  the  supervision  of 
physicians  in  an  area  with  a scarcity  of  health  re- 
sources. The  council  approved  the  concept  of  the 
proposed  project  and  assigned  oversight  of  the 
project  to  the  Committee  on  Nursing.  Although 
the  future  of  the  RMP  is  now  in  doubt  with  re- 
spect to  funding  of  the  program  after  June  30, 
1973,  the  council  commends  the  concept  of  the 
project  to  the  House  of  Delegates. 

In  other  activities  the  council  has  appointed  a 


338 


JOURNAL  MSMA 


committee  to  work  with  the  Committee  on 
Trauma  of  the  American  College  of  Surgeons. 
The  council  has  also  acted  to  furnish  guidance  in 
the  formation  of  an  interagency  type  committee 
to  coordinate  cancer  projects  in  Mississippi. 

Council  on  Medical  Education.  Formal  devel- 
opment of  continuing  medical  education  pro- 
grams and  the  certification  of  such  programs  as 
meeting  certain  “essentials”  with  respect  to  for- 
mat and  objectives  have  been  growing  in  impor- 
tance during  the  past  decade.  During  the  1960s 
the  AMA  Council  on  Medical  Education  devel- 
oped a program  of  survey  and  accreditation  for 
institutions  offering  courses  in  continuing  med- 
ical education  on  a regional  and/or  national  ba- 
sis. The  “Guide”  developed  by  the  council  in  this 
endeavor  was  formally  approved  by  the  AMA 
House  of  Delegates  in  1970,  as  the  “Essentials 
of  Approved  Programs  in  Continuing  Medical 
Education.” 

During  1971,  based  upon  the  interest  of  local 
hospitals,  medical  societies,  and  voluntary  health 
organizations  in  development  and  accreditation 
of  continuing  medical  education  programs,  the 
AMA  Council  on  Medical  Education  recommend- 
ed that  state  medical  associations  plan  and  spon- 
sor accreditation  programs  for  continuing  med- 
ical education  activities.  “Guidelines  for  State 
Medical  Association  Accreditation  of  Programs 
in  Continuing  Medical  Education”  were  formu- 
lated by  the  AMA  Council  on  Medical  Education 
for  this  purpose. 

Your  Council  on  Medical  Education  has  care- 
fully studied  and  proceeded  with  the  formaliza- 
tion of  a state  medical  association  sponsored  pro- 
gram for  accreditation  of  continuing  medical  edu- 
cation activities  in  Mississippi  for  presentation  to 
House  of  Delegates  at  the  105th  Annual  Session. 
The  program  will  be  entirely  voluntary  as  to  par- 
ticipants. A subcommittee  representing  the  fol- 
lowing specialty  groups  has  worked  with  the 
council  on  this  project:  Mississippi  Chapter, 
American  College  of  Surgeons;  Mississippi  Chap- 
ter, American  Academy  of  Pediatrics;  Mississippi 
Chapter,  American  Academy  of  Family  Practice; 
Mississippi  Association  of  Pathologists;  Missis- 
sippi Orthopaedic  Society;  Mississippi  Radiolog- 
ical Society;  Mississippi  Ob-Gyn  Society;  Mis- 
sissippi Society  of  Internal  Medicine;  and  Mis- 
sissippi EENT  Association. 

Additionally,  recognizing  the  interest  and  ac- 
tivity in  continuing  medical  education  of  the  Mis- 
sissippi Regional  Medical  Program  and  the  Uni- 
versity of  Mississippi  School  of  Medicine,  the 
council  asked  representatives  of  the  two  pro- 
grams to  serve  on  the  project. 


REPORT  OF  THE  REFERENCE  COMMITTEE 
ON  MEDICAL  PRACTICES 

The  committee  considered  the  report  of  the 
Council  on  Medical  Service  as  reported  on  pp.  15- 
16  of  your  House  of  Delegates  Handbook.  Your 
committee  commends  the  council  for  its  work  and 
the  work  of  its  several  committees.  The  council’s 
Committee  on  Occupational  Health  after  a review 
of  present  programs  and  activities  within  the  com- 
mittee’s sphere  of  interest  has  recommended  that 
the  committee  be  absolved  as  a constitutional 
committee.  The  Council  on  Medical  Service  has 
concurred  with  this  recommendation  noting  that 
the  association’s  activities  in  occupational  health 
can  be  assigned  to  an  ad  hoc  committee  as  need 
dictates.  Your  reference  committee  concurs  with 
the  recommendation. 

The  report  of  the  reference  committee  was 
adopted. 

SUPPLEMENTAL  REPORT  A OF  THE 
COUNCIL  ON  MEDICAL  SERVICE 

Background.  As  reported  to  the  House  of  Dele- 
gates at  the  104th  Annual  Session  the  Council’s 
Committee  on  Nursing  has  established  a Joint 
Practice  Committee  with  the  Mississippi  Nurses 
Association.  The  MSMA-MNA  Joint  Practice 
Committee  has  addressed  itself  to  the  following 
general  subject  areas: 

( 1 ) The  utilization  of  nurses  in  providing 
health  care.  Many  studies  indicate  that  nurses 
spend  50  to  75  per  cent  of  their  time  in  non-nurs- 
ing functions. 

(2)  The  development  of  a career  perspective 
in  nursing  practice.  Too  frequently,  the  oppor- 
tunities for  advancement  in  nursing  lead  away 
from  the  patient  into  nursing  administration  or 
education. 

(3)  The  expansion  of  the  role  of  nurses  to  en- 
sure that  their  talents  and  capabilities  are  fully 
used  and  challenged. 

The  theme  of  these  several  areas  of  joint  physi- 
cian/nurse concern  is  role  function  and  in  this 
regard  the  committee  has  particularly  addressed 
itself  to  reinforcing  and  strengthening  the  clinical 
nurse  function.  This  effort  touches  on  many  areas 
of  public  and  professional  concern — the  distribu- 
tion of  health  care  services,  the  relationship  of 
various  health  care  careers,  the  cost  of  health  ser- 
vices, etc. 

In  considering  an  expanded  role  for  the  nurse, 
the  Joint  Practice  Committee  has  studied  pro- 
grams in  other  states  dealing  with  this  subject 
area.  The  Committee  recommends  endorsement 
by  the  two  associations  it  represents  of  a program 
similar  to  that  established  in  Idaho.  The  Idaho 
program  provides  for  an  expanded  nursing  role 
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by  way  of  an  approval  process  which  requires 
local  professional  input  and  grants  statutory  pro- 
tection. The  Committee  believes  that  both  are 
necessary  ingredients  for  an  expanded  nursing 
role. 

The  Idaho  Program.  Based  upon  a mutual  phy- 
sician/nurse effort  the  Idaho  Nursing  Practice 
Act,  which  is  similar  to  our  own  Act,  was  amend- 
ed as  follows  (amendment  italicized) : 

"The  foregoing  (i.e.  the  definition  of  the  prac- 
tice of  nursing)  shall  not  be  deemed  to  include 
acts  of  medical  diagnosis  or  prescription  of 
medical  therapeutics  or  corrective  measures, 
except  as  may  be  authorized  by  rules  and  regu- 
lations jointly  promulgated  by  the  Idaho  State 
Board  of  Medicine  and  the  Idaho  Board  of 
Nursing  which  shall  be  implemented  by  the 
Idaho  Board  of  Nursing.  . . .” 

Procedures  implementing  the  above  exception  are 
briefly  as  follows:  Each  hospital  or  physicians’ 
practice  desiring  to  utilize  the  nurse  in  an  expand- 
ed clinical  role  establishes  a committee  to  deter- 
mine standard  procedures  and  standards  of  per- 
formance. The  hospital  committee  is  composed 
of  representatives  from  the  medical  staff,  adminis- 
tration and  nursing  in  the  special  area.  The  physi- 
cians’ practice  committee  is  composed  of  the  phy- 
sician(s)  and  nurse(s)  involved.  The  standard 
procedures  and  standards  of  performance  devel- 
oped by  the  appropriate  committee  must  be  in 
writing  and  include  the  scope  and  circumstances 
under  which  the  nurse  in  the  special  area  of  prac- 
tice will  function  as  well  as  information  on  educa- 
tion or  training  in  the  area  of  practice.  The 
“Standards”  and  amendments  thereto  are  submit- 
ted to  the  Board  of  Medicine  and  Board  of  Nurs- 
ing for  approval  prior  to  implementation. 

Recommendation.  The  Committee  on  Nursing 
recommends  that  the  association  endorse  and 
support  necessary  legislation  to  implement  an  ex- 
panded role  for  the  qualified  nurse  based  upon 
local  needs  and  desires  and  approval  by  the  Mis- 
sissippi State  Board  of  Health  and  Mississippi 
Board  of  Nursing.  The  Committee  serving  in  its 
capacity  as  the  MSMA-MNA  Joint  Practice  Com- 
mittee offers  its  services  in  this  regard  based  upon 
approval  by  the  House  of  Delegates. 

REPORT  OF  THE  REFERENCE  COMMITTEE 
ON  MEDICAL  PRACTICES 

The  report  recommends  that  the  association  en- 
dorse and  support  necessary  legislation  to  imple- 
ment and  give  statutory  protection  to  an  expand- 
ed role  for  the  qualified  nurse  based  upon  local 
needs  and  desires  and  approval  by  the  Mississippi 


State  Board  of  Health  and  Mississippi  Board  of 
Nursing.  Your  reference  committee  concurs  with 
the  intent  of  this  report  and  recommends  that  the 
report  be  referred  to  the  Council  on  Legislation 
for  implementation. 

The  chairman  of  the  reference  committee 
moved  adoption  of  the  report. 

A substitute  motion  by  Dr.  Sam  Johnson,  sec- 
onded by  Dr.  S.  H.  McDonnieal,  was  defeated — 
“1  move  that  the  Supplemental  Report  A,  Council 
on  Medical  Service,  be  returned  to  the  council  for 
further  study,  such  study  to  include  legal  opinion 
regarding  questions  of  ultimate  responsibility,  ef- 
fect on  present  rights  under  law  of  physicians  to 
delegate  tasks  and  such  other  matters  as  the  coun- 
cil may  deem  pertinent.” 

The  report  of  the  reference  committee  was 
adopted. 

REPORT  OF  THE  COUNCIL  ON 
MEDICAL  EDUCATION 

Background.  As  reported  and  outlined  to  the 
House  of  Delegates  in  its  Handbook  (p.  15) 
your  Council  on  Medical  Education  has  proceed- 
ed with  formalization  of  an  association  sponsored 
accreditation  program  for  continuing  medical 
education  activities  within  the  state.  Your  Coun- 
cil has  been  assisted  in  this  effort  by  a Subcom- 
mittee on  Continuing  Medical  Education  com- 
posed of  representatives  from  the  various  state 
specialty  societies,  the  University  of  Mississippi 
School  of  Medicine  and  the  Mississippi  Regional 
Medical  Program. 

At  this  time  we  bring  to  your  attention  the  ac- 
tual “Plan  of  the  Mississippi  State  Medical  Asso- 
ciation for  a Program  of  Survey  for  Accreditation 
of  Institutions  and  Organizations  With  Continuing 
Medical  Education  Programs  of  Local  Scope  and 
Focus”  (Attachment  A)  which  we  will  submit  to 
the  AMA  Council  on  Medical  Education  based 
upon  approval  by  this  House  of  Delegates.  As 
noted  therein  the  principal  objective  of  our  ac- 
creditation program  will  be  to  document  and 
identify  programs  of  continuing  medical  educa- 
tion in  Mississippi  which  meet  the  “AMA  Essen- 
tials of  Approved  Programs  in  Continuing  Med- 
ical Education.” 

Also  for  your  information  we  submit  the 
“Guiding  Principles  for  Continuing  Medical  Edu- 
cation in  Medical  Institutions  and  Organizations” 
(Attachment  B)  formulated  by  the  Council  and 
its  Subcommittee  on  Continuing  Medical  Educa- 
tion Activities  after  review  of  other  state  med- 
ical association  publications  in  this  regard  and 
AMA  certification  requirements.  These  guiding 
principles  were  developed  to: 

1.  Assist  medical  staffs  of  medical  institutions 
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and  organizations  in  the  production  of  continuing 
medical  education  activities; 

2.  Improve  the  educational  worth  and  rele- 
vance of  continuing  medical  education  activities; 

3.  Outline  mechanisms  for  evaluating  the  ef- 
fectiveness of  continuing  medical  education; 

4.  Provide  a basis  for  the  accreditation  of  con- 
tinuing medical  education  activities  in  medical  in- 
stitutions and  organizations;  and 

5.  Outline  a plan  for  the  Mississippi  Medical 
Association’s  Hospital-Medical  Survey  teams  to 
use  in  examining  the  approach  of  each  medical 
institution  and  organization  medical  staff  to  con- 
tinuing medical  education  when  such  institution 
or  organization  desires  accreditation  of  its  con- 
tinuing medical  education  program. 

Recommendation.  Your  Council  on  Medical 
Education  recommends  adoption  by  this  House 
of  Delegates  of  the  proposed  “Plan  of  the  Missis- 
sippi State  Medical  Association  for  a Program 
of  Survey  for  Accreditation  of  Institutions  and 
Organizations  With  Continuing  Medical  Education 
of  Local  Scope  and  Focus.” 

Plan  of  the  Mississippi  State  Medical 
Association  for  a Program  of  Survey  for 
Accreditation  of  Institutions  and  Organizations 
With  Continuing  Medical  Education  Programs 
of  Local  Scope  and  Focus 

This  document  will  serve  as  an  outline  for  the 
plan  which  the  Mississippi  State  Medical  Asso- 
ciation wishes  to  plan  and  implement  and  will 
serve  as  part  of  that  society’s  application  to  be- 
come an  accrediting  body  for  institutions  and  or- 
ganizations whfch  provide  local  continuing  med- 
ical education  programs. 

The  Mississippi  State  Medical  Association 
wishes  to  conduct  a voluntary  accreditation  pro- 
gram within  the  state  of  Mississippi  for  communi- 
ty hospitals  and  other  local  institutions  and  or- 
ganizations providing  continuing  education  for 
physicians  on  hospital  staffs  and  in  local  commu- 
nities. 

The  Mississippi  State  Medical  Association 
plans  to  focus  its  accreditation  program,  if  ap- 
proved by  the  AMA  Council  on  Medical  Educa- 
tion, upon  the  following  categories  of  institutions 
and  organizations: 

1.  Local  hospitals  which  have  continuing  med- 
ical education  activities  limited  to  hospital  staff 
and  physicians  in  the  local  community. 

2.  Medical  organizations  which  do  not  have 
national  scope,  e.g.,  county  or  other  local  socie- 
ties. 

3.  Local  units  of  voluntary  health  organiza- 


tions not  under  national  administration  for  their 
continuing  medical  education. 

4.  Other  organizations  and  institutions  which 
sponsor  or  promote  continuing  education  for  phy- 
sicians, essentially  local  in  nature,  appropriate  to 
the  needs  of  the  profession. 

If  the  Mississippi  State  Medical  Association 
produces  its  own  continuing  medical  education 
program,  it  would  expect  to  seek  accreditation 
from  the  AMA  Council  on  Medical  Education 
and  would  not  plan  to  accredit  itself  for  this  ac- 
tivity unless  its  accrediting  body  and  its  program- 
ming body  (producing  CME  “courses”)  are  struc- 
tured totally  separately  from  one  another. 

The  Mississippi  State  Medical  Association  is 
aware  of  all  of  the  details  in  the  AMA  Essentials 
of  Approved  Program  in  Continuing  Medical  Ed- 
ucation and  expects  to  use  these  standards  in  its 
own  accreditation  program.  In  this  way,  it  will 
avoid  a double  standard  and  will  use  the  same 
yardstick  and  guidelines  for  all  local  organizations 
and  institutions  which  it  surveys  for  accredita- 
tion. 

There  are  some  160  institutions  and  organiza- 
tions present  in  the  state  of  Mississippi  although 
we  cannot,  at  this  time,  estimate  how  many  of 
them  now  have,  or  in  the  future  could  have,  ade- 
quate continuing  medical  education  programs. 

We  shall  prepare  a list  of  potential  surveyors 
to  be  used  in  our  accreditation  system.  In  this 
list  we  expect  to  include  hospital  directors  of 
medical  education,  medical  school  experts  in  con- 
tinuing medical  education,  specialty  society  ex- 
perts in  this  field  and  voluntary  health  organiza- 
tion individuals  with  knowledge  and  experience 
in  continuing  medical  education. 

We  now  have  an  Education  Committee  with 
members  representing  the  practicing  physician, 
specialty  societies,  medical  schools,  directors  of 
medical  education,  etc. 

We  plan  to  have  a budget  specifically  ear- 
marked for  an  accreditation  program  in  continu- 
ing medical  education.  Income  to  provide  this 
budget  may  come  from  many  sources.  Much  of 
it  will  probably  come  from  fees  charged  applicant 
hospitals  and  other  local  organizations  which  de- 
sire surveys.  Such  charges  would  be  designed  to 
cover  the  actual  cost  of  the  surveys  and  some  in- 
house  overhead  expenses.  Other  funds  are  likely 
to  come  from  other  sources  including  pharmaceu- 
tical firms,  educational  foundations  and  the  socie- 
ty treasury.  Staff  assistance  will  be  provided  by 
the  existing  state  society  staff  initially  with  pos- 
sible additions  to  the  staff  if  necessary,  depending 
upon  the  volume  of  surveys  in  the  future. 

Our  Education  Committee  will  conduct  the  ac- 
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creditation  program  either  directly  or  through  a 
Subcommittee  set  up  to  be  a review  committee. 
The  Education  Committee  and  the  review  com- 
mittee, both,  will  stand  ready  to  give  consulta- 
tion advice  to  any  hospital  or  other  institution  or 
organization  desiring  to  establish  a continuing 
medical  education  program  based  upon  accepted 
Essentials. 

The  principal  objective  of  our  accreditation 
program  will  be  to  document  and  identify  pro- 
grams of  continuing  medical  education  in  Mis- 
sissippi which  meet  the  Essentials  of  Approved 
Program  in  Continuing  Medical  Education.  We 
also  believe  that,  if  such  accredited  programs  are 
based  on  actual  and  determined  educational  needs 
of  physicians,  that  the  quality  of  medical  care  in 
Mississippi  can  be  maintained  at  a high  level. 

We  will  have  a mechanism  to  allow  any  insti- 
tution or  organization  which  is  dissatisfied  with 
its  survey  or  accreditation  action  to  have  a means 
of  appeal  through  our  review  committee,  Educa- 
tion Committee,  and  Board  of  Trustees.  Any  in- 
stitution which  is  denied  accreditation  shall  have 
the  reasons  for  such  non-accreditation  provided 
to  it.  These  reasons  in  general  will  also  need  to 
conform  to  the  Essentials. 

We  expect  to  be  in  a position  to  assist  other 
state  medical  societies  if  they  should  wish  to  set 
up  their  own  programs  of  accreditation  once  we 
have  gained  experience  in  implementing  our  own 
program. 

While  we  have  no  current  plans  to  do  so,  we 
can  anticipate  that  some  institutions  or  organiza- 
tions accredited  by  our  state  society,  through  the 
Education  Committee,  will  wish  to  have  a cer- 
tificate, noting  that  it  has  been  accredited.  We  ex- 
pect that  we  might  need  to  develop  such  a certi- 
ficate. 

In  implementing  our  accrediting  system  and 
prior  to  carrying  out  any  survey,  we  would  screen 
the  institution  or  organization,  seeking  the  survey 
to  make  certain  that  it  could  assure  us  that  it  did, 
indeed,  have: 

1.  Adequate  qualified  leadership  and  a strong 
institutional  commitment  in  favor  of  continuing 
education. 

2.  A written  set  of  objectives  to  indicate  what 
its  continuing  education  program  hopes  to  accom- 
plish to  improve  physician  competence  and  pa- 
tient care. 

3.  A realistic  budget. 

4.  A competent  teaching  staff. 

5.  A curriculum  of  suitable  breadth  and  depth 
for  the  institution’s  patient  mix. 

6.  Suitable  participative  educational  methods. 


7.  Adequate  facilities  for  continuing  education 
with  suitable  audiovisual  aids. 

8.  Some  method  of  audit  or  quality  of  care 
evaluation  to  determine  if  the  continuing  educa- 
tion program  for  physicians  had  accomplished  its 
goals. 

REPORT  OF  THE  REFERENCE  COMMITTEE 
ON  MISCELLANEOUS  BUSINESS 

Your  committee  reviewed  the  report  of  the 
Council  on  Medical  Education  as  contained  in  the 
House  of  Delegates  Handbook.  This  report  rec- 
ommends adoption  by  the  House  of  Delegates  of 
a proposed  “Plan  of  the  Mississippi  State  Med- 
ical Association  for  a Program  of  Survey  and 
Accreditation  of  Institutions  and  Organizations 
With  Continuing  Medical  Education  of  Local 
Scope  and  Focus.”  We  commend  this  program 
to  the  attention  of  all  members  and  recommend 
adoption  of  the  Report  of  the  Council  on  Medical 
Education. 

The  report  of  the  reference  committee  was 
adopted. 

REPORT  OF  THE  BOARD  OF  TRUSTEES 

Organization  and  Duties.  The  Board  of  Trust- 
ees is  the  executive  and  governing  body  of  the  as- 
sociation during  vacation  of  the  House  of  Dele- 
gates. It  is  additionally  charged  with  the  duties 
and  responsibilities  prescribed  by  law  for  direc- 
tors of  corporations.  In  the  discharge  of  these 
duties,  the  Board  shall  have  conducted  four  meet- 
ings during  the  1972-73  association  year  consist- 
ing of  seven  meeting  days.  Seven  officers  sit  with 
the  Board  of  Trustees  at  all  meetings.  They  are 
the  president,  president-elect,  secretary-treasurer, 
speaker,  vice  speaker,  and  the  two  AMA  dele- 
gates. 

This  annual  report  includes  actions  on  matters 
referred  to  the  Board  by  the  House  of  Delegates 
and  items  relating  to  the  management  and  policy 
functions  which  are  among  the  Board’s  responsi- 
bilities. 

Referrals  from  the  House  of  Delegates.  Matters 
referred  to  the  Board  of  Trustees  at  the  104th 
Annual  Session  and  actions  by  the  House  requir- 
ing further  actions  by  the  Board  include: 

(a)  Resolution  Nos.  2,  3,  and  7.  These  resolu- 
tions concerned  the  subject  of  chiropractic  and 
are  reported  elsewhere  in  this  annual  report. 

(b)  Resolution  No.  4.  This  resolution  urged 
the  employment  of  a management  consultant  firm 
to  make  a survey  of  the  American  Medical  Asso- 
ciation headquarters.  At  the  June,  1972  AMA 
Annual  Session,  Resolution  No.  80  was  intro- 
duced which  called  for  a management  consultant 
firm  to  make  a survey  of  AMA  headquarters. 
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The  resolution  was  referred  to  the  AMA  Council 
on  Long  Range  Planning  and  Development. 

(c)  Resolution  No.  5.  This  resolution  com- 
mended Mr.  Rowland  B.  Kennedy  for  his  service 
to  the  association  and  recommended  recognition 
of  that  service  by  presentation  of  a plaque  and 
honorary  membership  in  the  association.  Mr. 
Kennedy  was  presented  with  a plaque  by  the  asso- 
ciation president  at  the  March.  1973  meeting  of 
Central  Medical  Society  (the  sponsor  of  Resolu- 
tion No.  5).  A recommended  change  in  the  asso- 
ciation's constitution  and  by-laws  to  grant  hon- 
orary membership  will  be  before  the  Council  on 
Constitution  and  By-Laws  at  the  105th  Annual 
Session. 

(d)  Resolution  No.  6.  This  resolution  urged 
statutory  protection  for  the  peer  review  process. 
Legislation  was  introduced  for  this  purpose  dur- 
ing the  1973  Regular  Session  of  Mississippi  Leg- 
islature but  not  acted  upon  favorably.  It  should 
be  noted  in  this  regard  that  Public  Law  92-603 
(Medicare  and  Medicaid  Amendments  of  1972) 
which  was  enacted  by  Congress  subsequent  to 
adoption  of  Resolution  No.  6,  provides  statutory 
protection  for  the  peer  review  process  when  per- 
formed under  the  Professional  Standards  Review 
Organization  mechanism. 

(e)  Resolution  No.  8.  This  resolution  urged 
necessary  legislation  to  require  insurance  cover- 
age for  newborn  infants.  Such  legislation  was  in- 
troduced during  the  1973  Regular  Session  of  the 
Mississippi  Legislature.  It  had  passed  the  House 
of  Representatives  and  was  pending  in  the  Senate 
at  the  time  this  report  was  written. 

(f)  Resolution  No.  9.  This  resolution  directed 
the  Board  of  Trustees  to  work  with  all  third  par- 
ty purveyors  of  medical  care  to  establish  informa- 
tion concerning  policy  changes,  values,  charges 
and  treatment  of  patients  between  them  and  phy- 
sicians. The  Board  has  acted  to  strengthen  and 
improve  relationships  with  third  party  payors  in 
Mississippi  through  the  MSMA  sponsored  Mis- 
sissippi Foundation  for  Medical  Care,  Inc.,  the 
Physicians’  Advisory  Committee  to  the  Mississip- 
pi Medicaid  Commission  and  the  Peer  Review 
Committee.  Activities  in  these  several  regards  are 
reported  elsewhere  in  this  annual  report. 

Nominations  for  the  State  Board  of  Health.  No 
vacancies  occurred  on  the  State  Board  of  Health 
in  1972  and  it  was  therefore  unnecessary  for  the 
House  of  Delegates  to  make  nominations  to  the 
Governor  at  the  104th  Annual  Session.  Acting 
on  nominations  made  in  1971  at  the  103rd  An- 
nual Session,  Governor  Waller  made  the  follow- 
ing appointments  for  six  year  terms:  Public 
Health  District  6,  Dr.  Joseph  G.  McKinnon,  Hat- 
tiesburg; Public  Health  District  7,  Dr.  W.  Mon- 


cure Dabney,  Crystal  Springs;  and  Public  Health 
District  8,  Dr.  Wilfred  Q.  Cole,  Jr.,  Jackson. 

CHAMPUS.  The  association  concluded  its 
16th  year  as  fiscal  administrator  for  CHAMPUS 
(Civilian  Health  and  Medical  Program  of  the 
Uniformed  Services)  in  Mississippi.  The  program 
continues  to  grow  with  an  increase  in  claims  vol- 
ume of  23  per  cent  and  a dollar  volume  increase 
of  25  per  cent  in  1972.  A seven-member  physi- 
cian committee  serves  as  the  review  committee 
for  the  program. 

Insurance  Programs.  There  are  approximately 
2,600  contracts  among  1,350  members  in  the  as- 
sociation’s two  major  group  insurance  programs. 
The  association  sponsors  a hospitalization  group 
with  Blue  Cross  and  general  accident,  disability, 
health  and  life  groups  with  the  Continental  Com- 
panies. The  latter  groups  are  administered  by 
Thomas  Yates  and  Company  of  Jackson  and 
there  are  some  1,500  contracts  in  force.  Improve- 
ments in  these  contracts  during  the  year  have  in- 
cluded a $100,000  Excess  Major  Medical  Plan, 
an  optional  90-day  waiting  period  under  the  Dis- 
ability Income  Plan  and  increases  in  covered 
room  expenses  under  the  Catastrophe  Hospital 
Plan. 

Additionally,  the  association  sponsors  a profes- 
sional liability  insurance  program  with  the  St. 
Paul  Companies.  There  are  about  1,100  partici- 
pants in  this  program.  Despite  authorized  in- 
creases in  premiums  during  the  year  based  upon 
actuarial  requirements,  the  program  still  enjoys 
a comparatively  low  premium  rate. 

Budget  and  Finance.  The  Council  on  Budget 
and  Finance  met  in  November,  1972  and  pre- 
pared the  1973  budget  which  was  presented  to 
the  Board  in  accordance  with  established  proce- 
dure. The  budget  will  be  presented  to  the  House 
of  Delegates  in  the  customary  manner. 

Legislative  Program.  The  1973  Regular  Ses- 
sion of  the  Mississippi  Legislature  convened  in 
Jackson  on  January  2,  1973.  The  Council  on 
Legislation  held  meetings  prior  to  and  during  the 
session  for  purposes  of  organizing  and  monitoring 
the  association's  legislative  program.  Other  ac- 
tivities have  included  production  of  the  weekly 
legislative  newsletter  and  continuation  of  the 
Emergency  Medical  Care  Unit  at  the  Capitol. 

The  state  medical  association  had  a five  point 
legislative  program  for  the  1972  Regular  Session, 
based  upon  prior  action  of  the  House  of  Delegates: 
(1)  State  Medical  Examiner  Act;  (2)  health  in- 
surance coverage  for  newborns;  (3)  legal  shelter 
for  peer  review;  (4)  strengthen  driver  limitation 
requirements;  and  (5)  prohibit  cult  of  chiroprac- 
tic from  acting  as  scientific  provider  of  health  ser- 
vices. The  association  also  actively  supported 
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other  legislative  proposals  before  the  1973  Legis- 
lature. A full  report  will  be  made  in  this  regard  at 
the  Annual  Session. 

MECO.  The  Medical  Education  Community 
Orientation  program  consisting  of  10  weeks  in  a 
hospital  environment  was  approved  by  the  Board 
of  Trustees  to  continue  for  the  summer  of  1973. 
It  was  developed  as  a joint  project  of  the  state 
medical  association,  state  hospital  association,  and 
Mississippi  chapter  of  the  Student  American  Medi- 
cal Association.  The  students  themselves  have 
performed  much  of  the  necessary  correspondence, 
administrative  work,  and  all  matching  of  appli- 
cants with  hospital  vacancies. 

Mississippi  Foundation  for  Medical  Care.  The 
Mississippi  Foundation  for  Medical  Care  was  or- 
ganized in  August,  1971  as  a wholly-owned,  vol- 
untary corporation  controlled  by  the  Mississippi 
State  Medical  Association.  As  is  true  with  all 
medical  care  foundations,  the  Mississippi  organi- 
zation has  two  classifications  of  membership,  ad- 
ministrative and  participating. 

Administrative  members  are  the  Trustees  of 
the  state  medical  association,  and  in  them  are 
vested  two  important  authorities.  The  Board  of 
Trustees  appoints  the  foundation’s  Board  of  Di- 
rectors, assuring  that  the  will  of  the  medical  as- 
sociation extends  into  every  organizational  and 
operational  aspect  of  the  foundation.  The  Trust- 
ees may  also  amend  the  foundation’s  By-Laws, 
another  measure  of  physician  control.  Participat- 
ing members  are  those  physicians,  either  mem- 
bers of  the  state  medical  association  or  who  are 
fully  qualified  for  membership,  who  voluntarily 
apply  for  membership  to  avail  themselves  of  foun- 
dation benefits.  No  dues  are  charged  for  partici- 
pating membership. 

During  the  past  year  the  foundation  addressed 
itself  primarily  to  organizational  activities.  Mem- 
bership doubled  so  that  now  over  80  per  cent  of 
MSMA  members  in  full-time  active  practice  are 
members  of  the  foundation. 

More  recently  the  foundation  has  begun  study 
and  development  of  professional  fee  schedules. 
Preliminary  and  informal  discussions  have  been 
held  with  the  president  of  Mississippi  Hospital 
and  Medical  Service  (Blue  Cross-Blue  Shield) 
concerning  upgrading  of  current  contracts  to  a 
usual  and  customary  fee  basis. 

With  the  passage  of  Public  Law  92-603,  med- 
ical care  foundations  will  become  primary  mech- 
anisms for  implementation  of  Professional  Stan- 
dards Review  Organizations  (PSRO).  These  or- 
ganizations may  be  composed  entirely  of  practic- 
ing physicians.  They  will  be  responsible  for  re- 


view of  all  professional  services  provided  under 
Medicaid  and  Medicare  with  respect  to  the  ap- 
propriateness of  such  services  when  provided  on 
an  inpatient  basis  and  the  necessity  and  quality 
of  such  services.  The  PSRO  review  system  will 
be  similar  in  many  respects  to  the  Experimental 
Medical  Care  Review  Organization  (EMCRO) 
system  developed  by  the  association  under  a grant 
from  the  National  Center  for  Health  Services  Re- 
search and  Development. 

The  MFMC  will  conduct  an  annual  member- 
ship meeting  in  conjunction  with  the  105th  An- 
nual Session. 

Experimental  Medical  Care  Review  Organiza- 
tion. Approximately  two  years  ago,  the  Missis- 
sippi State  Medical  Association  received  a grant 
award  of  $369,000  from  the  National  Center  for 
Health  Services  Research  and  Development 
(NCHSRD  of  HEW)  to  develop  a physician- 
sponsored  system  of  evaluating  the  quality  of 
medical  care.  The  funding  period  is  June  30, 
1971,  through  May  31,  1973.  The  primary  goal 
is  to  improve  the  quality  of  medical  care  in  Mis- 
sissippi and  produce  lasting  and  tangible  results. 

The  first  major  objective  of  the  EMCRO  has 
been  development  of  a hospital  inpatient  care  re- 
view system.  This  system  has  involved  establish- 
ing criteria  of  care  for  70  diagnoses  or  surgical 
procedures.  Criteria  considerations  or  parameters 
for  selection  (criteria  tests)  include  indications 
for  hospital  admission,  services  rendered  in  the 
hospital  and  length  of  stay.  A machine  readable 
coding  form  has  been  developed  to  computer 
adapt  hospital  discharge  cases  for  rapid  review 
with  computer  comparisons  to  the  established  cri- 
teria of  care. 

Following  computer  selection,  cases  are  re- 
viewed first  by  a nurse  (RN)  coordinator  and 
then  by  a reviewing  physician  under  standing 
orders.  The  coordinator  determines  whether  a case 
should  be  re-entered  as  normal  data  or  whether  a 
case  should  be  reviewed  further  by  a reviewing 
physician.  The  physician  evaluates  the  findings 
made  by  the  coordinator  and  determines  which 
cases  will  be  returned  to  the  hospital  for  further 
review  and  follow-up.  The  hospital  should  com- 
plete the  screening  cycle  by  re-checking  the  cases 
for  any  coding  errors. 

The  EMCRO  provides  each  participating  hos- 
pital with  a questionnaire  for  documenting  its  re- 
view committee’s  comments  and  final  decision. 
This  information  which  a completed  question- 
naire provides  can  be  used  by  a hospital  as  a part 
of  its  permanent  file  or  as  a guide  to  initiate  cor- 
rective action.  When  this  information  is  returned 
to  the  EMCRO,  it  can  be  used  as  a type  of  “feed- 
back” mechanism  to  assist  in  refining  the  criteria. 
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in  revising  the  input  form  and  in  capturing  other 
pertinent  information  on  the  case. 

The  chief  educational  products  of  the  system 
are  data  analyses  reports  sent  monthly  to  each 
participating  hospital.  These  reports  possess  the 
following  characteristics: 

(1)  Neither  patient  nor  physician  are  identified 
other  than  by  code  (except  upon  request). 

(2)  Reports  are  printed  narrative  utilizing 
spelled  out  medical  terminology. 

(3)  The  reports  pertain  to  the  hospital  to 
which  sent  but  compare  the  hospital  to  the  per- 
formance of  other  hospitals  with  respect  to  the 
criteria  of  care. 

The  EMCRO  has  35  hospitals  participating  in 
its  inpatient  system.  Major  activities  are  refining 
the  criteria,  revising  the  input  form  and  encourag- 
ing more  physicians  and  other  medical  profes- 
sionals to  become  more  involved  in  developing 
the  system. 

The  second  major  objective  of  the  EMCRO 
has  been  development  of  a hospital  emergency 
room  care  review  system.  The  development  of 
this  system  has  involved  establishing  emergency 
room  criteria  of  care  for  20  conditions  or  diag- 
noses. A machine  readable  input  form  is  being  de- 
veloped to  computer  adapt  hospital  ER  cases  for 
review  with  computer  comparisons  to  the  estab- 
lished criteria  of  care. 

The  EMCRO's  inpatient  and  emergency  room 
care  review  systems  are  very  closely  aligned.  The 
goal  is  to  ultimately  integrate  the  two  systems  so 
that  the  entire  spectrum  of  hospital-based  care 
can  be  reviewed  through  a single  retrospective 
system. 

The  third  major  objective  of  the  EMCRO  has 
been  development  of  a hospital  concurrent  care 
review  and  length  of  stay  monitoring  system.  This 
aspect  of  the  overall  program  was  funded  by  the 
Mississippi  Regional  Medical  Program  as  a pilot 
project  for  one  community  hospital  over  a 14- 
month  period.  The  basic  objective  of  this  system 
is  to  monitor  care  quality  as  it  is  being  rendered; 
and  also,  to  monitor  length  of  stay  so  that  an  ex- 
tended stay  may  be  certified  as  a necessary  stay 
prior  to  the  rendering  of  the  service.  This  system 
serves  to  continuously  upgrade  the  quality  of 
medical  care,  act  as  a means  of  continued  educa- 
tion for  providers  of  medical  care  and  at  the  same 
time  reduce  the  overall  medical  cost  per  patient. 
This  system  has  relieved  the  hospital  of  unde- 
sired retrospective  denial  of  payment  in  services 
already  rendered. 

With  this  system,  hospital  admissions  are  as- 
signed a length  of  stay  (PAS — 50  per  cent)  so 
that  the  attending  physician  is  aware  of  this  infor- 
mation. A nurse  (RN)  coordinator  monitors  the 


care  following  the  respective  EMCRO  criteria  and 
the  duration  of  stay  using  PAS  profiles.  Any  ad- 
ditional stay  has  to  be  certified  by  some  physi- 
cian other  than  the  attending  physician.  If  there 
is  a difference  of  opinion  between  the  attending 
and  the  review  physician,  then  the  hospital’s  utili- 
zation review  committee  is  asked  to  rule  on  the 
unsettled  case. 

The  fourth  major  objective  of  the  EMCRO  is 
development  of  a skilled  nursing  home  concurrent 
care  review  and  length  of  stay  monitoring  system. 
The  intent  of  this  system  is  to  extend  the  same 
type  of  concurrent  care  review  and  length  of  stay 
monitoring  for  the  acute  care  hospital  into  skilled 
nursing  facilities. 

The  procedure  will  be  much  the  same  as  that 
of  the  acute  care  hospital  with  ultimate  transfer 
of  patients  to  different  levels  of  nursing  care  and/ 
or  home  health  care  programs.  Review  physicians 
and  medical  community  specialty  consultants  will 
serve  for  both  the  acute  care  hospital  and  the 
skilled  nursing  facility.  Agreement  with  one  of  the 
ECF’s  in  the  state  has  already  been  obtained  to 
initiate  this  program. 

MSMA  has  applied  for  a third  year  funding  of 
the  EMCRO  project.  This  application  for  addi- 
tional funding  has  been  submitted  to  the 
NCHSRD  of  HEW.  This  year’s  objectives  are: 

( 1 ) Continuance  of  the  development  of  the 
hospital  inpatient  care  review  system. 

(2)  Continuance  of  the  development  of  the 
hospital  emergency  room  care  review  system. 

(3)  Continuance  of  the  hospital-based  con- 
current care  review  and  length  of  stay  monitoring 
system. 

(4)  Development  of  a concurrent  care  review 
and  length  of  stay  monitoring  system  for  skilled 
nursing  homes. 

Journal  MSMA.  The  Journal  has  concluded 
its  13th  consecutive  year  of  continuous  publica- 
tion with  the  156th  issue  in  December  1972.  It 
remains  the  largest  single  association-sponsored 
project  and  is  a team  effort  among  the  Editors, 
Committee  on  Publications,  and  Journal  staff. 
The  thrust  of  the  Journal  continues  solidly 
around  Mississippi  medicine,  the  association,  and 
the  Mississippi  physician. 

Total  pages  and  advertising  pages  and  revenues 
decreased  from  1971,  and  printing  costs  contin- 
ued to  rise.  The  page  numbers  were  down  because 
of  a decrease  in  the  numbers  of  scientific  articles 
and  editorials  submitted  for  publication.  Adver- 
tising to  scientific-editorial  ratio  increased  from 
the  1971  level,  largely  because  of  decrease  in  the 
size  of  the  book.  The  staff  has  worked  with  the 
Ovid  Bell  Press  to  achieve  every  possible  econ- 
omy in  the  face  of  rising  costs  and  lowered  rev- 
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enues,  including  a change  of  paper,  careful  book 
design,  and  sparing  use  of  color. 

Among  the  services  the  Journal  contributes 
to  the  association  by  publishing  and  absorbing 
costs  are:  complete  program  of  the  105th  An- 
nual Session,  Handbook  and  proceedings  of  the 
House  of  Delegates,  Constitution  and  By-Laws, 
publication  of  special  issues  with  reprints,  regu- 
lar listing  of  component  medical  society  officers 
and  meeting  dates. 

The  Board  expresses  appreciation  to  the  Edi- 
tors, committee  and  staff  in  the  production  of  this 
vital  membership  service. 

MPAC.  The  Mississippi  Medical  Political  Ac- 
tion Committee  conducted  its  most  active  pro- 
gram to  date  during  the  past  year.  We  urge  con- 
tinued participation  in  MPAC  and  AMPAC  by 
all  members. 

MSMA  Membership.  At  the  104th  Annual  Ses- 
sion of  the  association,  the  House  of  Delegates 
took  note  of  a decrease  in  association  member- 
ship as  reported  by  the  Secretary-Treasurer  and 
urged  attention  to  this  matter  by  appropriate  of- 
ficers of  the  association.  The  association’s  By- 
Laws  charge  the  president-elect  and  the  three 
vice-presidents  with  the  responsibility  of  member- 
ship recruitment  under  the  direction  of  the  presi- 
dent. These  officers  met  in  Jackson  on  Oct.  6, 
1972.  An  analysis  of  the  association's  annual 
membership  reports  for  the  past  several  years  re- 
vealed that  a decline  in  association  membership 
began  in  1971,  the  year  the  association  began 
making  direct  billings  to  members  from  our  cen- 
tral office. 

Recognizing  the  administrative  advantages  of 
the  direct  billing  system,  your  president,  presi- 
dent-elect and  vice-presidents  have  acted  to  estab- 
lish an  annual  follow-up  system  to  reach  the 
MSMA  member  who  fails  to  respond  to  the  direct 
billing  system.  Briefly,  the  system  consists  of  a 
membership  solicitation  letter  to  the  former  mem- 
ber signed  by  the  president,  president-elect  and 
appropriate  district  vice-president.  If  no  response 
is  received  to  the  solicitation  letter,  then  the  ap- 
propriate district  vice-president  arranges  for  a 
personal  membership  solicitation  contact  to  be 
made.  All  contact  with  a former  member  is  coor- 
dinated through  his  component  medical  society 
secretary.  At  the  time  of  this  report  34  former 
MSMA  members  had  rejoined  the  medical  asso- 
ciation. 

Organization  of  the  Board.  One  new  Trustee, 
Dr.  Gerald  T.  Gable  of  Hattiesburg,  District  7, 
was  welcomed  to  the  Board  during  1972-73.  Of- 


ficers of  the  Board  during  the  year  are  Drs.  J.  T. 
Davis,  Corinth,  chairman;  James  O.  Gilmore,  Ox- 
ford, vice  chairman;  and  Everett  H.  Crawford, 
Tylertown,  secretary. 

REPORT  OF  THE  REFERENCE  COMMITTEE 
ON  REPORTS  OF  OFFICERS  AND 
BOARD  OF  TRUSTEES 

Your  reference  committee  received  and  re- 
viewed the  annual  report  of  our  Board  of  Trust- 
ees. We  are  constantly  amazed  at  the  breadth  and 
depth  of  the  Board’s  many  activities  in  our  be- 
half. We  commend  these  colleagues  of  ours  for 
their  hard  work  and  dedication  to  this  associa- 
tion. 

In  considering  the  Report  of  the  Committee  on 
Publications  in  the  Board’s  annual  report,  the 
chairman  of  the  committee,  Dr.  Lawrence  W. 
Long,  brought  to  the  attention  of  the  reference 
committee  a request  for  members  of  the  associa- 
tion to  write  scientific  articles  and  editorials  for 
publication  in  the  Journal.  Doctor  Long  also  en- 
courages us  to  seek  appropriate  local  advertising 
for  the  Journal.  We  concur  with  these  recom- 
mendations. 

The  report  of  the  reference  committee  was 
adopted. 

SUPPLEMENTAL  REPORT  A OF  THE 
BOARD  OF  TRUSTEES 

Legislative  Activities — Background.  The  144th 
session  of  the  Legislature  convened  in  Jackson  on 
January  2,  1973,  for  the  first  90  day  session  of  the 
1972-76  Mississippi  Legislature.  The  Council  on 
Legislation  held  two  pre-legislature  meetings  prior 
to  that  date  and  reported  to  the  Board  of  Trust- 
ees at  its  December  meeting  in  this  regard.  The 
council  also  met  regularly  during  the  legislative 
session.  In  accordance  with  prior  mandates  of 
the  House  of  Delegates  the  council  directed  week- 
ly publication  of  the  Mississippi  Medical  Legisla- 
tive Report  and  operated  an  Emergency  Medical 
Care  Unit  at  the  Capitol.  The  latter  was  super- 
vised by  Mrs.  Mavis  Barlow,  R.N.,  and  we  are 
happy  to  note  the  adoption  of  HCR  104  by  the 
Legislature  commending  and  expressing  apprecia- 
tion to  the  “Doctors-of-the-Day”  and  Mrs.  Barlow 
for  operating  the  EMCU. 

MSMA  1973  Legislative  Program.  For  its 
breadth  and  depth  of  proposed  medical  legisla- 
tion, the  1973  Regular  Session  of  the  Mississippi 
Legislature  had  few  recent  equals.  In  addition  to 
monitoring  all  health  and  medical  introductions 
in  the  1973  Legislative  Session,  the  association 
had  a five  point  legislative  program  based  upon 
prior  actions  of  the  House  of  Delegates  as  fol- 
lows: (1)  Establish  an  Office  of  State  Medical 
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Examiner;  (2)  Provide  a legal  shelter  for  peer  re- 
view; (3)  Provide  health  insurance  for  newborns; 
(4)  Strengthen  driver  limitation  requirements; 
and  (5)  Prohibit  chiropractors  from  acting  as 
scientific  providers  of  health  services.  Based  upon 
policy  actions  of  the  Board  of  Trustees,  as  recom- 
mended by  the  Council  on  Legislation,  the  asso- 
ciation also  actively  supported  legislation  to:  (1) 
License  and  regulate  ambulance  services;  (2)  Es- 
tablish a State  Department  of  Mental  Health 
(with  strong  professional  leadership);  (3)  Re- 
quire a uniform  insurance  claim  form  for  physi- 
cians’ services;  (4)  Require  drug  abuse  educa- 
tion in  public  schools;  (5)  Require  osteopath 
graduates  of  approved  schools  to  pass  same  exam 
as  M.D.s  for  licensure;  (6)  Provide  immunity  to 
hospitals  under  the  implied  consent  act  and  (7) 
Permit  hospitals  to  retire  x-rays  after  seven  years. 

Bills  to  provide  health  insurance  for  newborns, 
strengthen  driver  limitation  requirements,  regu- 
late chiropractors,  provide  drug  abuse  education 
in  public  schools,  require  osteopaths  to  pass  the 
medical  examination,  provide  immunity  to  hos- 
pitals under  implied  consent  and  permit  retire- 
ment of  hospital  x-rays  after  seven  years  were 
passed  by  the  1973  Mississippi  Legislature.  The 
bill  to  provide  health  insurance  for  the  newborn, 
although  passing  the  legislature,  was  vetoed  by 
the  Governor  last  week.  Most  of  those  bills  which 
failed  to  pass  this  legislative  session  such  as  the 
Medical  Examiner  Act,  the  uniform  claim  re- 
quirement, etc.,  are  in  final  form  for  introduction 
in  the  1974  Mississippi  Legislature.  We  propose 
to  work  with  interested  groups  during  the  sum- 
mer and  early  fall  in  arriving  at  support  for  these 
various  proposals.  All  will  be  prefiled  for  action 
by  the  1974  Legislature.  The  Board  would  em- 
phasize again,  however,  that  decisions  on  legisla- 
tion are  made  at  home  in  the  representatives’  and 
senators'  districts.  Our  legislative  program  is  only 
as  successful  as  our  efforts  on  the  local  level. 

Chiropractic.  At  the  104th  Annual  Session  the 
House  of  Delegates  directed  that  a positive  pro- 
gram be  enacted  to  prohibit  chiropractors  from 
acting  as  scientific  providers  of  health  services. 
This  action  resulted  from  the  1972  Regular  Ses- 
sion of  the  Mississippi  Legislature  wherein  it  was 
indicated  to  the  association  that  just  to  be 
“against”  licensing  and  recognition  of  chiroprac- 
tors was  no  longer  going  to  be  enough. 

The  Council  on  Legislation  in  an  effort  to  gain 
some  consensus  and  impression  of  the  member- 
ships’ views  on  chiropractic,  polled  all  MSMA 
members  last  fall  with  respect  to  their  support  or 
non-support  of  legislation  to  license  chiropractors 
and  prohibit  their  (a)  advertising  (b)  using  x-ray 


and  (c)  using  the  title  “Dr.”  You  will  recall  that 
these  were  some  of  the  features  of  the  chiropractic 
bill  introduced  during  the  1972  Regular  Session 
of  the  Mississippi  Legislature.  The  results  of  the 
poll  were  as  follows:  Sixty-six  per  cent  of  the 
membership  did  not  respond;  twenty-one  per  cent 
of  the  membership  were  in  favor  of  legislation  to 
license  chiropractors  as  stated  in  the  poll;  nine- 
teen per  cent  of  the  membership  did  not  want  to 
see  chiropractors  licensed  in  any  manner  for  any 
purpose;  and  four  per  cent  of  the  membership 
gave  qualified  “Yes”  or  “No”  replies. 

Subsequently  the  council  recommended  and  the 
Board  approved  the  following  association  position 
statement  with  respect  to  chiropractic: 

Chiropractors  should  be  brought  under  appro- 
priate state  statutes  to:  (a)  prohibit  their  use  of 
x-ray  machines,  advertising  and  the  title  “Doc- 
tor”; (b)  require  them  to  pass  a basic  science 
exam  administered  by  the  State  Board  of  Health 
or  Department  of  Education  (this  was  in  recog- 
nition of  the  fact  that  no  chiropractic  school  is  ac- 
credited by  any  recognized  accrediting  agency); 
(c)  prohibit  their  diagnosing  and/or  treating  dis- 
eases as  defined  by  the  Mississippi  Medical  Prac- 
tice Act;  (d)  prohibit  their  use  and/or  prescribing 
of  any  drug  now  or  hereafter  included  in  materia 
medica;  and  (e)  restate  their  present  legal  status 
with  respect  to  ineligibility  for  hospital  staff  priv- 
ileges, payment  under  health  insurance  contracts, 
and  Workmen’s  Compensation. 

S.B.  1993  to  license  chiropractors  was  passed 
by  the  1973  Mississippi  Legislature.  The  bill, 
based  mainly  upon  amendments  to  it  in  the  House 
which  were  successfully  defended  in  Conference 
Committee,  contains  the  following  with  respect 
to  the  requirements  noted  above:  (1)  absolutely 
prohibits  newspaper,  handbill,  etc.,  advertising  by 
Chiropractors;  (2)  requires  the  State  Board  of 
Health  to  promulgate  rules  and  regulations  for  the 
use  and  operation  of  x-ray  machines  by  Chiro- 
practors; (3)  requires  Chiropractors  to  pass  a 
basic  science  exam  in  anatomy,  physiology  and 
pathology  said  exam  to  be  approved  by  the  State 
Health  Officer;  (4)  prohibits  Chiropractors  from 
participating  under  Workmen’s  Compensation  and 
Medicaid;  (5)  requires  Chiropractors  to  use  no 
other  professional  designation  except  “Chiroprac- 
tor”; (6)  states  that  chiropractors  shall  not  advise 
a person  to  use  drugs,  prescribe  or  provide  drugs 
or  advise  a person  not  to  use  a drug  prescribed 
by  an  M.D.;  and  (7)  prohibits  Chiropractors 
from  practicing  medicine  as  defined  by  the  Med- 
ical Practice  Act. 

We  had  a long,  hard  and  at  times  dishearten- 

(Turn  to  page  364) 
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Radiologic  Seminar  CXXX: 
Foreign  Bodies  in  the  Esophagus 

NADIA  A.  TYSON,  M.D. 
Jackson,  Mississippi 


The  lodgement  of  opaque  foreign  bodies  in  the 
esophagus  is  not  a very  common  occurrence.  The 
object  has  to  be  sharp  or  too  large  to  descend. 
They  generally  impact  at  the  level  of  the  cervical 
esophagus  at,  or  above,  the  inlet.  These  opaque 
bodies  are  often  difficult  to  visualize,  when  below 
the  pyriform  sinus  and  especially  in  adults  where 
the  laryngeal  cartilages  are  ossified. 

Care  must  be  taken  in  describing  the  anterior 
surface  of  the  cervical  spine,  especially  in  the 
presence  of  spurs,  which  the  attending  physician 
should  be  aware  of  in  order  to  prevent  injury  dur- 
ing the  passage  of  the  esophagoscope.  Following 
obtention  of  the  plain  films,  a small  cotton  pled- 
get, impregnated  with  barium,  is  given  for  the  pa- 
tient to  ingest,  as,  more  often  than  not,  this  pled- 
get will  be  stopped  by  the  foreign  body  either  re- 
vealing its  presence  or  confirming  it. 

This  is  the  case  report  of  a 52-year-old  female 
who  was  seen  in  the  emergency  room,  complain- 
ing of  having  a quail  bone  lodged  in  her  throat. 
On  the  plain  films  of  the  cervical  spine,  an  ill-de- 
fined radioopaque  foreign  body  of  osseus  density, 
measuring  8 x 12  mm,  was  visualized,  just  an- 
terior to  the  seventh  cervical  vertebra  and  pos- 
terior to  the  trachea.  This  finding  was  well  in 
accordance  with  the  history  of  a swallowed  quail 
bone. 

The  patient  was  subsequently  given  a small 
cotton  pledget  impregnated  with  barium.  Under 
fluoroscopic  observation,  the  barium  soaked  cot- 
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ton  was  noted  to  hang  at  the  area  of  the  above 
described  foreign  body  demonstrating  a filling 
defect  conforming  to  the  size  and  configuration  of 
the  previously  visualized  foreign  body.  A 10  min- 
ute follow-up  film  revealed  no  change  in  the  po- 
sition of  the  pledget.  Moderate  osteoarthritic 
changes  were  noted  along  the  cervical  spine  at 
the  5th  interspace. 

The  attending  physician  was  able  to  remove 
the  foreign  body,  to  which  the  cotton  pledget  was 
still  attached,  in  the  operating  room  under  general 
anesthesia.  **+ 

P.  O.  Box  6597  (39212) 


Figure  1 . Plain  film  scout  lateral  cervical  spine. 
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Figure  2.  Plain  film  scout  lateral  C-spine  marker 
on  foreign  body. 


3.  Fluoroscopic  spot  film  after  swallowing  cotton 
pledget. 


TIMES  DO  CHANGE 

A couple  decided  they  would  like  to  celebrate  their  50th  wed- 
ding anniversary  like  their  first  one.  They  even  rented  the  same 
room  they  had  spent  their  honeymoon  night  in.  As  they  were 
getting  ready  for  bed,  John  went  into  another  room  to  change. 
Mary  shouted  to  John,  “Will  I have  time  to  rinse  out  my  stock- 
ings?” John  replied,  “You’ll  have  time  to  knit  a pair.” 
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The  President  Speaking 

“The  Profession  and  PSRO" 

ARTHUR  A.  DERRICK,  JR.,  M.D. 

Durant,  Mississippi 


After  listening  to  innumerable  presentations  of  material  at  the 
AMA  convention  in  New  York,  1 made  a conscious  effort  to  digest 
some  of  it,  particularly  that  pertaining  to  the  institution  of  the 
PSRO  mandate,  already  placed  on  us  by  our  Congress.  Resistance 
to  the  entire  concept  was  expressed  from  several  quarters,  their 
protestations  couched  in  long-winded  generalities.  The  thought 
struck  me  that  perhaps  one  of  the  reasons  for  this  body  of  opinion 
is  that  besides  being  an  onslaught  on  our  highly-prized  sense  of 
independence,  of  being  our  own  boss,  it  also  presents  as  a Utopian 
scheme,  impractical  and  unenforceable.  Admittedly,  to  strive  for 
perfection  in  any  pursuit  is  a most  laudable  endeavor,  but  to  ex- 
pect perfection  is  a study  in  frustration.  This  has  been  true  of  the 
human  race  ever  since  Eve  bit  into  that  damned  apple!  But  some- 
how we  have  managed  to  survive  famine,  war  and  pestilence. 
I have  great  confidence  in  our  ability  as  a profession,  guided  by 
able,  dedicated  men  organized  voluntarily  into  the  Mississippi 
Foundation  for  Medical  Care,  to  survive  the  strictures  of  PSRO. 

The  frantic  demands  made  by  some  of  the  delegations  for  repeal 
of  the  whole  kaboodle,  I fear  will  fall  on  ears  deafened  by  the 
public's  clamor  for  more  and  ever  more  from  the  government. 
To  expect  such  a turn  of  events,  I fear,  would  be  as  fruitless  and 
unrewarding  as  an  attempt  to  repair  a torn  hymen,  symbolic  or 
otherwise. 

Indeed  the  connotation  of  the  word  “professional”  assumes  a high 
level  of  self-imposed  dedication  and  self-obtained  competence. 
This  is  especially  true  in  our  profession.  Standards  have  been  set 
and  reset  for  us  over  and  over  again.  Hippocrates  did  it;  Moses 
did  it;  Osier  did  it.  No  wonder  we  resent  the  bureaucratic  touch! 

★★★ 
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Legal  Considerations  in  Peer  Review 


“Whatever,  in  connection  with  my  professional 
practice,  or  not  in  connection  with  it,  I see  or 
hear,  in  the  life  of  men,  which  ought  not  to  be 
spoken  of  abroad,  I will  not  divulge,  as  reckoning 
that  all  such  should  be  kept  secret.” — Hippocratic 
Oath. 

The  self-imposed  ethical  principle  of  the  med- 
ical profession  not  to  disclose  information  re- 
ceived from  patients  is  restated  in  the  statutes  to 
preserve  the  confidentiality  of  physician-patient 
communications.  Peer  review  activities  which  in- 
volve the  examination  by  other  than  the  phy- 
sician involved  of  confidential  information  in  the 
medical  records  of  patients  appears  to  be  in  con- 
flict with  the  principle  of  confidentiality  which 
surrounds  the  physician-patient  relationship. 

This  apparent  conflict  has  caused  some  con- 
cern of  possible  legal  liability  that  might  be  in- 
curred by  physicians  involved  in  peer  review  ac- 
tivities. 

State  law  decrees  that  all  communications  made 
to  a physician  by  a patient  under  his  charge  or 
by  one  seeking  professional  advice  are  declared 
to  be  privileged  and  the  physician  cannot  be  re- 
quired to  disclose  such  in  any  legal  proceedings 
except  at  the  instance  of  the  patient.  However, 
hospital  records  are,  by  law,  decreed  to  be  the 
property  of  the  various  hospitals  subject  to  rea- 
sonable access  by  the  patient  and  attending  med- 
ical personnel  to  the  information  contained  there- 
in upon  good  cause  shown. 

To  avoid  giving  rise  to  an  actionable  invasion 


of  the  patient's  privacy  on  the  ground  of  an  un- 
authorized disclosure  by  a physician,  review  ac- 
tivities can  be  accomplished  by  using  a coding 
system  with  no  mention  of  the  patient  or  phy- 
sician’s name  and  the  identity  of  both  generally 
shielded. 

Contrary  to  the  general  rule  against  disclosure, 
a physician  charged  with  making  an  unauthorized 
disclosure  of  confidential  information  about  his 
patient  cannot  be  held  liable  if  he  was  required 
by  law  to  make  such  disclosure. 

Furthermore,  disclosure  of  confidential  infor- 
mation about  a patient  can  be  made  without  fear 
of  liability,  if  done  without  malice,  and  it  can  be 
shown  that  the  disclosure  was  made  for  certain 
overriding,  competing  interests  to  which  the  law 
affords  greater  protection  than  to  the  interest  of 
the  patient  in  keeping  the  information  undis- 
closed, or  the  public  interest  demands  for  health 
reasons  the  disclosure  of  such  information. 

Congress  has  decreed  that,  there  is  an  overriding 
public  interest  to  be  promoted  through  the  mecha- 
nism of  peer  review.  The  recently  passed  P.S.R.O. 
legislation  relieves  a member  of  a professional 
standards  review  organization  from  civil  liability 
under  any  law  of  any  state  if  he  has  exercised 
due  care  in  the  performance  of  any  duty,  function 
or  activity  authorized  or  required  of  the  profes- 
sional standards  review  organization. 

The  question  of  liability  in  the  matter  of  dis- 
closures in  connection  with  peer  review  activities 
could  be  clearly  answered  if  our  state  would  do 
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as  25  other  states  have  done  and  adopt  a statute 
to  specifically  provide  protection  from  liability 
for  the  physician,  hospital,  or  person  who  fur- 
nishes medical  records  for  study  purposes,  and  to 
permit  the  use  of  the  records  and  the  publication 
of  conclusions  reached  from  gaining  basic  data 
through  such  study.  Such  statutes  prohibit  reveal- 
ing the  identity  of  patients  whose  records  provide 
part  of  the  study  data. 

From  an  overall  consideration  of  the  factors 
having  a bearing  on  the  matter  of  legal  liability 
arising  as  a result  of  peer  review  activities  involv- 
ing the  review  of  confidential  information  and  the 
medical  records  of  patients,  it  can  be  reasonably 
concluded  that  peer  review  activities  sanctioned 
by  congress,  which  necessarily  involve  the  review 
of  confidential  information  and  the  medical  rec- 
ords of  patients,  can  be  accomplished  without 
fear  of  legal  liability,  apart  from  defamation,  pro- 
vided due  care  has  been  exercised. 

Hopefully,  regulations  to  implement  P.S.R.O. 
legislation  will  provide  supporting  basis  for  the 
use  of  confidential  information  in  peer  review  ac- 
tivities. 

Case  and  Montgomery 
Attorneys  at  Law 
Canton,  Miss. 

Some  Thoughts 
For  the  Future 

Two  things  are  of  great  concern  to  this  writer. 
The  first  is  inflation.  We  who  are  productive  and 
are  aware  of  the  necessity  of  reasonable  retire- 
ment income  may  well  take  alarm  at  the  rapid 
decline  in  the  buying  value  of  the  dollar.  While 
one  man  can  make  only  a small  contribution  to 
this  problem  and  few  have  time  for  any  active 
campaign,  each  in  his  own  way  can  fight  the  com- 
mon and  increasingly  accepted  practice  of  encour- 
aging the  demand  for  federal  funds  for  every 
project  whether  it  be  for  state,  civic,  or  medical 
community.  We  can  further  and  perhaps  more 
importantly  be  aware  of  and  avoid  the  liberal 
utilization  of  hospital  and  laboratory  facilities  in 
federally  subsidized  patients  particularly,  sup- 
posedly because  it  is  “free.”  Doctors  to  some  de- 
gree, however  small,  are  partly  responsible  for 
the  inflationary  rise  in  hospital  costs. 

Secondly,  every  practicing  physician  has  a 
primary  and  selfish  interest  in  the  course  and 
trends  of  medical  practice.  To  withdraw  from  the 


AM  A and/or  organized  medicine  may  be  a form 
of  protest  but  it  has  very  little  impact.  All  or- 
ganized medicine  as  we  know  it  has  a democratic 
structure  and  each  member  has  a voice,  verbally 
at  the  local  level  and  through  his  elected  repre- 
sentative at  a higher  level. 

It  has  never  ceased  to  awe  me  at  the  state 
House  of  Delegates  to  watch  leaders  in  medicine 
sacrifice  their  time  and  energy  to  study  problems 
and  attempt  solutions  that  concern  each  and  every 
practicing  physician  whether  he  be  a member  of 
organized  medicine  or  not. 

The  AMA  is  our  national  body  and  controlled 
by  democratically  elected  representatives.  To 
withhold  your  support  is  a protest  with  minimum 
impact  while  to  participate  can  result  in  an  or- 
ganization with  more  clout  and  even  more  repre- 
sentative of  the  profession  as  a whole. 

Each  can  make  a significant  contribution  by 
trying  to  curtail  medical  costs  to  a minimum  that 
is  still  in  keeping  with  sound  and  good  medical 
practice.  The  cost  of  medical  attention  is  the  big- 
gest factor  in  federal  intervention  of  private  prac- 
tice. 

Secondly,  each  can  contribute  by  encouraging 
new  members  to  join  the  organized  forces. 

W.  Moncure  Dabney,  M.D.,  Editor 
Crystal  Springs 
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Book  Reviews 

Gastroscopy  With  the  Fiberscope:  Principles, 
Technique  and  Diagnostic  Possibilities.  By  G.  Al- 
legra,  M.  Macchini  and  F.  Andreoli,  154  pages 
with  illustrations.  Padua,  Italy:  Piccin  Medical 
Books,  1971.  $15.00. 

This  book  deals  with  the  endoscopic  view  which 
has  always  been  fascinating  and  mysterious.  1 
started  to  read  it  with  enthusiasm  because  en- 
doscopy provides  the  unique  opportunity  to  view 
the  interior  hollow  organs  or  entire  organic  sys- 
tem with  minimal  or  non-surgical  trauma.  How- 
ever, from  the  first  chapter  it  was  apparent  that 
this  book  was  much  behind  the  modern  endos- 
copy. 

The  first  chapter  of  this  book,  51  pages  (one 
third),  deals  with  the  theoretical  basis  for  modern 
gastroscopic  methods,  but  only  mentioned  old  and 
obsolete  instruments.  Specifically  Hirchowitz  I 
and  II  gastroscopes  exclusively;  which  were  un- 
doubtedly of  tremendous  advances  in  pioneering 
fiberoptic  gastroscopy  but  are  not  generally  used 
any  more  at  present  in  this  country  since  the 
methods  advised  for  doing  the  procedure  are  un- 
necessary and  cumbersome  like  requesting  as 
preparation  for  endoscopy  to  have  the  patient  on 
a 24-hour  liquid  diet.  Also,  the  positions  of  the 
patient  for  the  procedure  are  complicated,  im- 
practical. The  authors  especially  do  not  mention 
the  one  position  which  is  generally  used  in  99 
per  cent  of  the  cases,  the  left  lateral. 

In  the  chapter  on  “practical  value  of  gastros- 
copy,” the  authors  emphatically  stated  that  “radi- 
ology must  always  be  performed  before  endos- 
copy" which  is  contrary  to  what  everybody  prac- 
tices in  cases  of  acute  upper  GT.  bleeding  where 
the  contrary  is  the  routine.  Later  on,  the  book 
contradicts  the  statement  when  it  says  “that  is  the 
sole  emergency  diagnostic  procedure  in  cases  of 
hematemesis  and  melena.”  The  second  part  (74 
pages)  is  much  more  interesting  because  of  some 
unusual  cases.  The  endoscopic  photographs  are 
of  poor  quality  related  probably  to  poor  illumina- 
tion sources  of  the  early  instruments.  However, 
the  correlation  with  x-ray  films  and  photographs 
of  the  anatomical  specimen  is  good.  The  foreign 
body  chapter  is  again  obsolete  because  many  of 
the  cases  presented,  if  not  all,  could  have  been 
solved  today  by  endoscopy  alone  (extraction  of 


the  foreign  bodies)  without  surgery. 

In  summary  it  could  be  said  that  this  book  was 
born  four  or  five  years  too  late  about  a very 
dynamic  and  changing  subject  and  relating  what 
has  been  achieved  in  the  last  few  years  in  gastro- 
intestinal endoscopy  due  to  introduction  of  fiber- 
optic scopes  emerging  as  an  increasingly  important 
diagnostic  technique  in  clinical  and  research  gas- 
troenterology was  not  accomplished  in  this  book. 

Lidio  O.  Mora,  M.D.,  Jackson,  Miss. 

Principles  of  Clinical  Electrocardiography,  8th 
Edition.  By  M.  J.  Goldman,  M.D.  400  pages  with 
illustrations.  Los  Altos,  Calif.:  Lange  Medical 
Publications,  1973.  $8.00. 

Any  book  in  its  eighth  edition  and  available  in 
six  languages  must  be  classified  as  a classic  in  its 
field,  and  Doctor  Goldman’s  book  is  such  a 
classic.  The  latest  edition  retains  the  size  and 
format  of  earlier  versions  and  is  characterized  by 
concise  text  and  numerous  illustrative  tracings  and 
large,  clearly  drawn  diagrams.  It  covers  electro- 
cardiography from  intracellular  potentials  to  the 
latest  concepts  of  intraventricular  conduction  de- 
fects, and  does  so  in  a way  for  the  most  part 
uncontroversial.  Its  organization  is  along  more 
or  less  traditional  lines  and  generally  can  be 
understood  easily;  its  thrust  is  to  present  mostly 
facts  in  a thinly  outlined  reference  frame  of  prin- 
ciples. 

There  are  word  problems,  as  when  unipolar 
leads  are  contrasted  with  vectoral  analysis,  a 
non-sequitur,  and  there  is  a tendency  to  refer  to 
vectors  as  things  in  themselves  rather  than  as  a 
means  of  expressing  concepts.  The  continued  use 
of  the  idea  of  the  heart’s  rotating  on  its  various 
axes  is  a bit  surprising  since  this  generally  has 
not  been  used  by  other  authors  since  Goldberger’s 
works  of  the  40’s.  The  mean  frontal  QRS  axis 
is  estimated  more  closely  than  most  would  agree 
is  useful,  but  the  fact  that  there  are  different  ap- 
proaches to  this  problem  is  at  least  indicated.  The 
most  serious  shortcoming  of  the  book  is  that  the 
reading  lists  suggested  at  the  end  are  not  referred 
to  in  the  text;  the  result  is  that  they  are  approxi- 
mately useless  and  that  none  of  the  statements  in 
the  text  is  documented.  The  overall  effect  is  a 
bit  too  dogmatic  and  arbitrary. 

The  book  is  more  likely  to  be  useful  for  electro- 
cardiographers  who  would  like  to  know  what  one 
with  Doctor  Goldman’s  experience  thinks  about 
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commissioners  of  the  Mental  Health-Mental  Re- 
tardation Commission. 


things  than  for  beginning  students  of  the  subject. 
For  the  former  it  is  a good  source  of  the  up-to- 
date  views  of  an  experienced  worker  in  the  field; 
for  the  latter  it  is  too  thick  and  offers  no  leads 
to  the  literature  for  explanation  of  the  author’s 
opinions  or  discussion  of  different  views. 

Thomas  M.  Blake,  M.D.,  Jackson,  Miss. 


Hendrick,  Richard  G.,  Okolona.  M.D.,  Univer- 
sity of  Tennessee,  Memphis,  Tenn.,  1950;  in- 
terned one  year,  John  Gaston  Hospital,  Memphis, 
Tenn.,  1950-51;  died  May  19,  1973,  age  48. 


Scott,  Walter  W.,  Jackson.  M.D.,  Vanderbilt 
University,  Nashville,  Tenn.,  1915;  died  June  15, 
1973,  age  86. 


Marion  H.  Brown,  David  B.  Johnson,  Nancy 
C.  Lawhon  and  William  S.  Pollard  are  serving 
as  fulltime  emergency  room  physicians  for  St. 
Dominic  Hospital  in  Jackson. 

Richard  H.  Clark  of  Hattiesburg  was  guest 
speaker  at  the  first  meeting  of  the  Northeast  Mis- 
sissippi Health  Planning  Council’s  emergency 
medical  service  planning  committee  held  in  Tu- 
pelo. Dr.  Clark  discussed  emergency  care  systems. 

Robert  S.  Cook,  Jr.,  of  Hattiesburg  was  guest 
speaker  at  the  second  annual  graduation  of  medi- 
cal technologists  at  the  University  of  Southern 
Mississippi. 

Hugh  B.  Cottrell  of  Jackson  was  honored  upon 
his  retirement  as  State  Health  Officer  with  a re- 
ception at  the  State  Board  of  Health.  Dr.  Cottrell 
has  more  than  40  years  of  service  in  the  public 
health  field,  the  last  five  as  State  Health  Officer. 

Arthur  A.  Derrick,  Jr.,  of  Durant,  MSMA 
president,  was  honored  with  a reception  at  Mc- 
Morrough  Library  on  the  Holmes  Junior  College 
campus  in  Goodman.  The  event  was  sponsored 
by  the  Durant  Chamber  of  Commerce  with 
Holmes  County  physicians  and  their  wives  serving 
as  co-hosts. 


Frank  M.  Acree  of  Greenville  has  been  awarded 
a Certificate  of  Merit  honoring  his  50  years  in 
the  active  practice  of  medicine  as  an  alumnus  of 
the  University  of  Tennessee  Medical  School.  The 
award  was  made  at  this  year’s  graduation  exer- 
cises in  Memphis. 

O.  J.  Andy  and  Bernard  S.  Patrick  of  Jackson 
and  UMC  attended  the  Bermuda  convention  of 
the  Neurosurgical  Society  of  America. 

Richard  Boronow  of  Jackson  and  UMC  met 
with  the  American  Cancer  Society  clinical  fellow- 
ship committee  in  Miami  in  June. 

Walter  Bourland  and  John  Bowlin  of  Tupelo 
were  guest  speakers  at  the  38th  annual  state  con- 
vention of  the  Mississippi  Association  of  Nurse- 
Anesthetists  held  in  Tupelo.  Dr.  Bourland  dis- 
cussed Caesarean  sections  and  Dr.  Bowlin  spoke 
on  implantation  of  a pacemaker. 

Leonard  H.  Brandon  of  Starkville  and  James 
E.  Booth  of  Eupora  are  serving  as  Region  Seven 


W.  M.  Flowers,  Jr.,  of  Jackson  and  UMC  at- 
tended the  10th  annual  meeting  of  the  Society 
of  Nuclear  Medicine  in  Miami. 

Hannelore  H.  Giles  and  Conrad  Horecky, 
III,  of  Hattiesburg  have  opened  their  new  offices 
at  the  corner  of  28th  Avenue  and  Mclnnis  Street. 

William  Godfrey  of  Natchez  addressed  mem- 
bers of  the  District  I Nurses  Association  on  the 
abortion  laws  and  the  Supreme  Court  decision. 

James  R.  Green  has  associated  with  the  Hatties- 
burg Clinic  Professional  Association,  415  S.  28th 
Avenue,  for  the  practice  of  orthopedic  surgery. 
Dr.  Green  completed  his  residency  at  the  Uni- 
versity Medical  Center  June  30. 

Joseph  C.  Hillman  has  associated  with  David 
H.  Strong  and  Frank  C.  Massengill  at  203 
W.  Congress  Street  in  Brookhaven  for  the  family 
practice  of  medicine.  Dr.  Hillman  recently  com- 
pleted his  internship  at  the  University  Medical 
Center  in  Jackson. 
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Thomas  E.  Holden  has  associated  with  Charles 
M.  Head  and  William  H.  Goodloe,  Jr.,  at 
Lakeland  Clinic  for  Women  in  Jackson.  Dr.  Hol- 
den just  completed  his  residency  in  obstetrics  and 
gynecology  at  the  medical  center. 

Verner  S.  Holmes  of  McComb  has  been  named 
to  head  the  Medical  Education  Committee  of  the 
Board  of  Trustees  of  State  Institutions  of  Higher 
Learning. 

Lloyd  G.  Hopkins  of  Oxford  was  chosen  secre- 
tary of  the  Mississippi  Heart  Association  at  the 
annual  meeting  in  Biloxi.  William  L.  Wood,  Jr., 
of  Tupelo  was  named  president-elect. 

Hugh  Johnson  of  Vicksburg  spoke  on  “Medicine 
in  the  Civil  War”  at  the  monthly  meeting  of  the 
Jackson  Civil  War  Roundtable  in  Jackson. 

Albert  H.  Laws  has  associated  with  Francis 

E.  McCullough  and  William  R.  Armstrong 
at  955  North  State  Street  in  Jackson  for  the  prac- 
tice of  diseases  and  surgery  of  the  eye. 

T.  F.  Puckett,  J.  L.  Smith,  R.  S.  Cooke,  Jr., 
and  J.  F.  Rude  of  Hattiesburg  have  moved  to 
their  new  pathology  laboratory  at  No.  1 Medical 
Boulevard. 

Jack  Stokes  of  Pontotoc  and  Ruby  Griffin  of 
Calhoun  City  have  been  appointed  to  the  new 
Northeast  Mississippi  Health  Planning  Council 
eight-county  Emergency  Medical  Service  Com- 
mittee. 

F.  E.  Tatum  of  Hattiesburg  was  presented  the 
Silver  Distinguished  Service  Award  for  his  con- 
tributions in  heart  volunteer  service  work  at  the 
annual  awards  dinner  of  the  Mississippi  Heart 
Association.  Dr.  Tatum  currently  serves  on  the 
MHA  board  of  directors. 

Kermit  Till  of  Jackson  announces  the  associa- 
tion of  Dean  R.  McMillan  in  the  practice  of 
family  medicine  at  1065  Pecan  Park  Circle. 

A.  Randle  White  has  associated  with  Leon 
Lenoir,  Jr.,  and  Robert  E.  Lee  of  Greenville 
for  the  practice  of  internal  medicine  at  1307 
East  Union  Street. 

David  B.  Wilson  of  Jackson  and  UMC  met  as 
a member  of  the  Joint  Commission  on  Accredita- 
tion of  Hospitals  standards  committee  in  Chicago. 

John  D.  Wofford  of  Greenwood  has  been  named 
to  the  Millsaps  College  Board  of  Trustees  for  a 
six  year  term. 


Gary  P.  Wood  of  Jackson  and  UMC  has  received 
a research  grant  from  Southern  Medical  Associa- 
tion for  his  project  on  Comparison  of  Histological 
and  Estrogen  Binding  Characteristics  of  Uterine 
Leiomyomata  (human). 


UMC  Starts  Summer 
Enrichment  Program 

A first-year  summer  enrichment  program  in  the 
University  of  Mississippi  School  of  Medicine  is 
giving  16  black  students  supplementary  prepara- 
tion for  medical  school  this  year. 

Planned  by  the  Medical  Center  minority  stu- 
dent affairs  office,  the  project  offers  premedical 
instruction  in  anatomy,  physiology  and  biochem- 
istry. Minority  student  affairs  coordinator  Peter 
Stewart  explained  that  these  are  the  areas  most 
cited  by  students  from  predominately  black  col- 
leges that  need  additional  reinforcement  for  medi- 
cal school. 

Participants  will  also  preview  medical  terminol- 
ogy, the  relationship  of  basic  science  to  medicine 
and  clinical  experience. 

Eight  of  the  students  will  enter  the  School  of 
Medicine  as  freshmen  in  September,  while  eight 
are  still  in  collegiate  premedical  studies  at  the 
senior  level. 

Need  for  the  new  summer  enrichment  program, 
said  Stewart,  stems  from  the  state's  drastic  lack 
of  health  professionals,  particularly  from  Missis- 
sippi's minority  groups.  Less  than  three  per  cent 
of  the  licensed  physicians  in  Mississippi  are  black, 
he  added. 

Evidence  shows  that  minority  individuals,  in- 
cluding blacks,  Indians,  Chinese  and  Mexican- 
Americans,  tend  to  practice  in  the  country’s  phy- 
sician-shortage areas,  as  well  as  women  and  those 
from  rural  backgrounds. 

Studies  also  show,  Stewart  pointed  out,  that 
medical  schools  lose  more  minority  students  dur- 
ing the  freshman  year  than  in  subsequent  years. 
With  each  successive  year  successfully  completed, 
the  student’s  chances  of  completing  medical  school 
go  up. 

The  10-week  program  draws  from  both  School 
of  Medicine  faculty  and  student  teachers  at  or 
above  the  sophomore  level  in  medical  school. 
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Woman’s  Auxiliary 
to  the  Mississippi  State 
Medical  Association 

FIFTY  YEARS  OLD  . . . and  we  admit  it! 

In  1922  the  Woman’s  Auxiliary  to  the  AMA  was  officially 
begun.  Just  one  year  later  on  May  9,  1923,  at  the  annual  state 
medical  meeting  in  Vicksburg,  22  doctor’s  wives  founded  the 
Woman's  Auxiliary  to  the  Mississippi  State  Medical  Association. 
Dr.  T.  M.  Dye,  then  secretary  of  the  MSMA,  presided  over  the 
meeting  until  the  little  organization  elected  officers.  We  were 
privileged  to  honor  three  of  the  charter  members  at  the  WA/ 
MSMA  Fifty-Year  Gala  Luncheon  in  Biloxi  this  past  May:  Mrs. 
Augustus  Street,  Mrs.  W.  H.  Parsons  and  Mrs.  H.  H.  Flaralson, 
all  of  Vicksburg.  It  was  great  fun  to  hear  their  recollections  of 
those  early  days. 

These  visionary  women  in  Vicksburg  knew  that  the  fellowship 
among  doctors’  wives  was  unique  and  meaningful  and  desired 
initially  to  cultivate  this  relationship.  They  were  also  thinking 
about  their  doctor  husbands  and  how  they  could  develop  a help- 
mate organization  for  their  wonderful  profession  of  service. 

The  early  history  of  the  Mississippi  Auxiliary  reflects  a continu- 
ing effort  to  stress  friendship  and  understanding  between  lay  and 
medical  members  of  the  community,  with  doctors’  wives  sharing 
actively  in  projects  that  fostered  a better  relationship. 

Throughout  the  50  years  from  1923  to  1973  Mississippi  doc- 
tors’ wives  have  supported  and  participated  in  activities  concerned 
with  health  education  and  related  health  services.  They  have  sup- 
ported AMA-ERF,  Doctors’  Day,  research  and  romance  of  medi- 
cine, safety  and  disaster  preparedness,  mental  health  and  health 
careers.  In  recent  years  they  have  recognized,  along  with  their 
husbands,  the  importance  of  medical  and  health  legislation,  and 
have  broadened  their  understanding  by  participating  in  programs 
related  to  international  health. 

In  1973  there  are  22  unit  auxiliaries  in  our  state  and  member- 
ship has  grown  to  approximately  1,000  members. 

We  would  like  to  remind  you  that  we  are  still  your  helpmate 
organization.  We  are  eager  to  know  how  we  can  help  to  keep  our 
Mississippi  people  well  in  body  and  strong  in  mind  and  spirit. 

This  year,  as  we  celebrate  our  GOLDEN  ANNIVERSARY, 
we  feel  that  it  is  a wonderful  privilege  to  be  a doctor’s  wife  and 
that  there  is  no  demand  upon  our  time  more  worthy — or  more 
exciting — than  working  with  our  husbands  to  build  and  keep  a 
healthy  nation.  That’s  why  we  chose  the  theme:  MY  PRIORITY: 
DOCTOR’S  WIFE. 

We  still  want  to  strengthen  the  fellowship  between  doctors’ 
wives.  We  are  especially  concerned  about  the  critical  shortages  of 
medical  and  allied  health  personnel.  Along  with  WA/AMA  we 
are  interested  in  the  current  needs  of  nutrition,  safety  and  chil- 
dren and  youth. 

(Turn  to  page  381) 
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Mississippi  Academy  of  Family  Physicians 
Elects  Officers  and  Holds  Annual  Meeting 


Dr.  William  Bernard  Hunt  of  Grenada  was  in- 
augurated as  president  of  the  Mississippi  Academy 
of  Family  Physicians  at  the  25th  Annual  Scien- 
tific Assembly  held  July  11-14  in  Biloxi. 

Dr.  Thomas  J.  Anderson  of  Laurel,  former  vice 
president,  was  elected  president-elect.  Immediate 
past  president  is  Dr.  Eugene  F.  Webb  of  Itta 
Bena. 

Other  officers  elected  were:  Dr.  Richard  T. 
Furr  of  Ocean  Springs,  vice  president,  and  Dr. 
Marion  L.  Sigrest  of  Yazoo  City,  secretary-trea- 
surer. 

Dr.  Charles  R.  Jenkins  of  Laurel  was  re-elected 
to  another  two-year  term  as  delegate  to  AAFP. 
Dr.  John  B.  Howell  of  Canton  will  be  serving  the 
second  year  of  his  two-year  term.  Dr.  A.  T. 
Tatum  of  Petal  was  re-elected  alternate  delegate 
for  a two-year  term,  and  Dr.  Joe  E.  Johnston  of 
Mount  Olive  will  be  serving  the  second  year  of 
his  term. 

Members  of  the  Board  of  Directors  for  five  of 
the  10  districts  came  up  for  re-election  to  two- 


New  officers  elected  by  the  Mississippi  Academy 
of  Family  Physicians  are  from  left:  Drs.  Thomas  J. 
Anderson  of  Laurel,  president-elect;  William  B.  Hunt 
of  Grenada,  president;  Richard  T.  Furr  of  Ocean 
Springs,  vice  president;  and  Marion  L.  Sigrest  of 
Yazoo  City,  secretary-treasurer. 


Three  years  of  the  academy’s  presidency  are  shown 
at  the  annual  convention.  From  left  are  Dr.  William 

B.  Hunt  of  Grenada,  president;  Dr.  Eugene  F.  Webb 
of  Itta  Bena,  immediate  past  president;  and  Dr. 
Thomas  J.  Anderson  of  Laurel,  president-elect. 

year  terms.  The  new  directors  are:  Dr.  Ben 
Kitchens  of  Ocean  Springs — District  I;  Dr.  Frank 

C.  Massengill  of  Brookhaven — District  III;  Dr. 
William  M.  Gillespie  of  Meridian — District  V; 
Dr.  Walter  H.  Rose  of  Indianola — District  VII; 
Dr.  James  O.  Gilmore  of  Oxford — District  IX. 
Other  directors  serving  the  second  year  of  their 
terms  are:  Dr.  W.  Boyce  White  of  Laurel — Dis- 
trict II;  Dr.  Robert  E.  Jennings  of  Taylorsville — 
District  IV;  Dr.  Arthur  E.  Wood,  Jr.,  of  Belzoni 
— District  VI;  Dr.  Richard  L.  George  of  Colum- 
bus—District  VIII,  and  Dr.  Jack  A.  Stokes  of 
Pontotoc — District  X. 

New  officers  were  installed  by  Dr.  John  B. 
Howell  of  Canton  at  the  banquet  on  Friday  eve- 
ning. 

Scientific  programs  by  guest  lecturers  on  acu- 
puncture, orthopedics,  oral  contraceptives,  shock, 
rheumatoid  arthritis,  office  cancer  chemotherapy, 
and  hyperlipidemia  highlighted  the  meeting.  Out- 
standing speakers  included  Dr.  William  C.  North 
of  Memphis;  Dr.  Stewart  L.  Nunn  of  Memphis; 
and  Dr.  Colon  H.  Wilson  of  Emory  University. 
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Six  State  M.D.s 
Inducted  by  ACP 

Six  Mississippi  physicians  were  among  a total 
of  315  physicians  in  the  United  States  and  Canada 
who  have  been  made  Fellows  of  the  57-year-old 
American  College  of  Physicians  (ACP)  which 
represents  specialists  in  internal  medicine  and  re- 
lated fields. 

The  new  Fellows  of  the  American  College  of 
Physicians  from  Mississippi  are  Drs.  Kenneth  R. 
Bennett,  John  D.  Bower,  Bernard  J.  Dreiling, 
William  R.  Lockwood,  William  M.  McKell,  Jr., 
and  Robert  E.  Tyson,  all  of  Jackson. 

Dr.  Walter  B.  Frommeyer,  Jr.,  Birmingham, 
Ala.,  president  of  the  American  College  of  Phy- 
sicians and  Distinguished  Professor  at  the  Uni- 
versity of  Alabama  School  of  Medicine,  said  the 
new  fellows  have  earned  the  Fellowship  honors 
through  scientific  accomplishments  and  by  ac- 
ceptance as  leaders  in  their  specialties  as  deter- 
mined by  fellow  practitioners. 

The  23,000-member  American  College  of  Phy- 
sicians dedicates  itself  to  up-grading  medical  care, 
teaching  and  research  through  stringent  member- 
ship requirements  and  programs  of  continuing 
education.  It  was  the  first  medical  specialty  so- 
ciety to  offer  periodic  self-assessment  examina- 
tions to  physicians  (enabling  some  30,000  prac- 
titioners to  judge  for  themselves  their  own  degree 
of  competence  in  specific  medical  areas — and  thus 
plan  their  need  for  postgraduate  educational  pro- 
grams.) 

College  officers,  who  will  serve  until  the  55th 
Annual  Session  in  New  York,  N.  Y.,  April  1-5, 
1974  (in  addition  to  President  Frommeyer)  are 
president-elect  Dr.  Truman  G.  Schnabel,  Jr.,  Phil- 
adelphia, Pa.;  and  vice  president,  Dr.  John  A. 
Layne,  Great  Falls,  Mont.  Serving  five-year  terms 
are  treasurer.  Dr.  William  F.  T.  Kellow,  Philadel- 
phia, Pa.  and  secretary-general.  Dr.  Carmichael 
Tilghman,  Baltimore,  Md.  Dr.  Edward  C. 
Rosenow,  Jr.,  Philadelphia,  Pa.,  is  ACP  executive 
vice  president. 

Dr.  Morris  Receives 
50  Year  Club  Pin 

Dr.  Lawrence  Boling  Morris  of  Macon  was  pre- 
sented the  50  Year  Club  Certificate  and  Pin  of 


the  Mississippi  State  Medical  Association  at  the 
June  meeting  of  the  Prairie  Medical  Society  held 
in  Columbus. 

Dr.  Arthur  E.  Brown  of  Columbus,  MSMA 
past  president  and  AMA  alternate  delegate,  made 
the  presentation. 

Membership  in  the  exclusive  50  Year  Club  of 
the  association  is  granted  after  a physician  has 
practiced  medicine  for  50  years  and  he  is  recom- 
mended for  the  honor  by  his  local  medical  society. 

Dr.  Morris  attended  the  University  of  Mis- 
sissippi and  received  his  B.Sc.  degree  from  Mis- 
sissippi College.  He  earned  the  M.D.  degree  from 
Northwestern  University  in  Chicago  in  1922  and 
interned  1922-23  at  Ancon  Hospital  in  the 
Panama  Canal  Zone. 

Dr.  Morris  practices  family  medicine  and  gen- 
eral surgery  in  Macon.  He  is  a Fellow  of  the 
American  College  of  Surgeons  and  a member  of 
the  American  Medical  Association  and  the  South- 
ern Medical  Association.  In  1967  he  served  as 
president  of  the  Prairie  Medical  Society. 


Dr.  Lawrence  Boling  Morris  of  Macon,  left,  is 
presented  the  Mississippi  State  Medical  Association 
50  Year  Club  Pin  and  Certificate  by  Dr.  Arthur  E. 
Brown  of  Columbus  at  the  June  meeting  of  the 
Prairie  Medical  Society. 
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Tree  of  Hippocrates 
Presented  to  MSMA 

Sam  L.  Brent,  Schering  District  Manager,  has 
presented  to  the  Mississippi  State  Medical  Asso- 
ciation a young  tree  grown  from  a seed  of  the 
great  Tree  of  Hippocrates,  found  on  the  Greek 
Island  of  Cos.  Dr.  James  P.  Spell,  Secretary- 
Treasurer,  and  Charles  L.  Mathews,  Executive 
Secretary,  accepted  the  tree  for  MSMA. 


Mr.  Sam  L.  Brent,  center,  of  Birmingham,  Ala., 
Schering  District  manager,  presents  a sapling  from 
the  historic  Tree  of  Hippocrates  to  MSMA  Secretary - 
Treasurer,  Dr.  James  P.  Spell,  left,  and  Mr.  Charles 
L.  Mathews,  the  association’s  Executive  Secretary. 

The  tree  donated  by  Schering  Corporation  was 
one  of  those  purchased  by  the  international  phar- 
maceutical firm  for  distribution  to  medical  schools 
and  teaching  hospitals  throughout  the  United 
States.  The  company  purchased  the  trees  to  pro- 
vide funding  for  a widespread  knowledge  of  the 
Medical  Foundation  of  Cos  which  is  supported, 
in  part,  by  sales  of  the  trees. 

The  Tree  of  Hippocrates  grows  on  the  Greek 
Island  of  Cos  and  is  reputed  to  be  over  2400 
years  old.  Its  huge  ancient  branches  are  supported 
by  wooden  and  granite  pillars.  Each  year  the 
giant  tree,  said  to  be  a plane  or  sycamore  tree 
sheds  thousands  of  tiny  seeds.  Attempts  in  the 
past  to  grow  trees  from  these  seeds  failed  because 
there  was  no  way  to  distinguish  viable  from  un- 
viable  seeds.  A soft  X-ray  technique  developed 
by  Dr.  William  Gibson  of  the  University  of  Van- 
couver, British  Columbia,  provided  the  first  effi- 
cient means  of  making  the  determination.  As  a 
result,  Dr.  Gibson  and  his  associates  at  the  Uni- 


versity of  Vancouver  have  grown  thousands  of 
trees  from  the  Great  Tree  of  Hippocrates  with 
success. 

Dr.  Gibson  and  his  medical  colleagues  in  Can- 
ada, Greece  and  the  United  States  are  seeking  to 
build  an  international  medical  foundation  on  the 
Island  of  Cos  where  Hippocrates,  the  father  of 
modern  medicine,  is  said  to  have  lived  and  taught 
his  students. 


Multiple  Sclerosis 
Award  Announced 

The  National  Multiple  Sclerosis  Society  an- 
nounces the  establishment  of  the  Ralph  I.  Straus 
Award.  This  award,  in  the  amount  of  $100,000, 
will  be  given  to  that  scientist  or  those  scientists 
of  any  nationality  whose  published  research  shall 
be  judged  to  have  resulted  in  the  development  of 
effective  and  specific  methods  for  preventing  or 
arresting  multiple  sclerosis. 

Mr.  Straus  has  stated  that  “the  intent  of  this 
award  is  to  speed  the  conquest  of  multiple  sclero- 
sis through  the  enhancement  in  a realistic  manner 
of  the  needed  awareness  of  the  vast  social  values 
inherent  in  the  conduct  of  research  in  the  bio- 
medical sciences.” 

The  funds  of  the  award  will  be  managed  by 
the  National  Multiple  Sclerosis  Society  of  the 
United  States.  The  recipient  or  recipients  of  this 
award  will  be  determined  by  an  independent 
Ralph  I.  Straus  Award  Committee  to  be  appointed 
by  the  society.  The  award  committee  is  to  be 
comprised  of  distinguished  scientists  in  such  fields 
as  neurology,  immunology,  neuropathology,  bio- 
logical chemistry,  experimental  pathology  and 
microbiology. 

Members  of  the  award  committee  will  not  be 
eligible  for  this  award,  and  no  member  can  serve 
on  the  committee  when  a nominee  being  consid- 
ered for  the  award  is  a member  of  his  or  her  own 
institution. 

The  members  of  the  award  committee  will  be 
named  and  the  committee  will  meet  following 
receipt  by  the  National  Multiple  Sclerosis  Society 
of  a fully  documented  nomination(s)  for  the 
award,  which  nomination(s)  has  been  approved 
by  the  majority  of  the  members  of  the  Medical 
Advisory  Board  of  the  society. 
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Dr.  Longest  Improves 
MSU  Pre-Med  Program 

Doctors  and  railroads  may  seem  like  a funny 
combination  to  some  people.  But  Dr.  John  Long- 
est. director  of  the  Student  Health  Center  at 
Mississippi  State  University,  thinks  it’s  one  of  the 
most  natural  combinations  in  the  world. 

Dr.  Longest,  who  was  born  in  Columbia  and 
reared  on  the  Gulf  Coast,  is  in  his  25th  year  as 
director  of  the  health  center  and  university  phy- 
sician. 

He  is  one  of  the  four  MSU  Alumni  Associa- 
tion Award  winners  for  1972-73,  receiving  his 
award  in  the  field  of  distinguished  service. 

His  fascination  with  railroads  began  in  child- 
hood, but  paid  off  in  1966  when  the  tracks  of  the 
old  GM&O  Railroad  were  removed  from  the 
MSU  campus  after  three-quarters  of  a century. 
Upon  his  request  4,000  of  the  spikes  from  the 
tracks  were  given  to  the  MSU  Medical  Alumni 
Association  which  Dr.  Longest  helped  organize. 

The  spikes  were  plated,  marked  with  an  MSU 
“M”,  and  mounted.  They  were  offered  to  alumni 
and  friends  of  the  university  who  would  contribute 
$100  or  more  to  the  C.  B.  Mitchell  Pre-Med 
Fund.  Thus  far  more  than  $39,000  has  been  re- 
ceived from  this  source. 

The  fund  serves  as  a tribute  to  the  late  Dr. 
Charles  B.  Mitchell  who  served  as  university 
physician  for  27  years. 

“The  whole  purpose  of  the  money  we  have 
collected  from  the  spikes  is  to  improve  pre-medi- 
cal education  at  Mississippi  State,’'  he  said.  “The 
ultimate  goal  of  the  alumni  is  to  endow  a Dis- 
tinguished Chair  in  Pre-Med  at  MSU.  The  C.  B. 
Mitchell  Lectures  are  offered  to  stimulate  the 
pre-med  students  and  inform  the  university  com- 
munity.” 

Four  lectures  have  already  been  presented.  The 
first  lecturer  was  Dr.  Alton  Ochsner,  director  of 
surgery  at  the  Ochsner  Clinic  and  Ochsner  Foun- 
dation Hospital  in  New  Orleans  and  former  presi- 
dent of  the  American  Cancer  Society.  In  his 
series  of  lectures  on  the  hazards  of  tobacco,  he 
spoke  to  more  than  10,000  MSU,  MSCW,  and 
high  school  students,  as  well  as  area  residents. 

The  second  distinguished  lecturer  was  Dr.  Louis 
Z.  Cooper,  assistant  professor  of  pediatrics  at  the 
New  York  University  School  of  Medicine.  Dr. 
Cooper’s  topic  was  “Rubella:  A Preventable 
Cause  of  Birth  Defects.”  While  here,  he  also 
tested  4,000  ladies  of  childbearing  age  for  sus- 


ceptibility to  rubella  or  German  measles. 

The  third  lecture  was  a symposium  on  narcotics 
and  dangerous  drugs  by  Dr.  Donald  Louria,  chair- 
man of  the  Department  of  Public  Health  and 
Preventive  Medicine  at  the  New  Jersey  College 
of  Medicine  and  Dentistry.  He  spoke  on  “The 
Drug  Scene.”  A panel  of  speakers  included  Dr. 
Carl  Hester  of  Tuskegee,  Ala.;  Dr.  William  Ja- 
quith,  director  of  the  state  hospital  at  Whitfield; 
and  Dr.  Norman  Doorenbos,  chairman  of  the 
Department  of  Pharmacognosy  at  the  University 
of  Mississippi. 

Last  year’s  program  was  a lecture  on  medical 
education  in  the  United  States  by  Dr.  James  W. 
Ward.  Dr.  Ward  is  chairman  of  the  Department 
of  Anatomy  at  the  University  of  South  Florida 
School  of  Medicine  in  Tampa,  and  former  pro- 
fessor of  pre-med  at  MSU. 

Dr.  Longest  says  national  attention  has  been 
brought  to  the  school  because  the  MSU  student 
health  center  treats  not  only  students,  but  their 
dependents,  plus  faculty  and  staff  families. 

“Because  of  pending  legislation  in  Congress 
dealing  with  health  maintenance  organizations,  a 
lot  of  other  physicians  are  interested  in  our  pro- 
gram here,”  said  Dr.  Longest. 


Dr.  John  Longest,  director  of  the  Student  Health 
Center  at  Mississippi  State  University  for  25  years, 
is  one  of  four  winners  of  the  MSU  Alumni  Asso- 
ciation Award. 

Dr.  Longest  and  his  associate  Dr.  William  C. 
Welch  believe  in  the  use  of  nurse  practitioners  and 
other  paramedical  personnel  to  care  for  many 
ailments.  Together  they  attend  over  40,000  stu- 
dent visits  to  the  clinic  each  year.  They  do  not 
view  their  practice  only  as  adolescent  medicine, 
but  rather  in  terms  of  developing  healthy  and 
happy  adults. 

“The  charts  show  the  college  age  group  is  a 
low  risk  group  in  terms  of  serious  health  prob- 
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lems,”  he  said.  “They  are  past  childhood  diseases 
and  except  for  chronic  illnesses  such  as  congenital 
defects,  diabetes,  and  asthma,  many  will  pass  the 
time  free  of  serious  disease.  It  is  important  that 
we  teach  them  good  health  habits,  as  preventive 
medicine  against  what  may  happen  later  in  their 
lives  as  a result  of  the  hazards  of  environment, 
occupations,  or  advancing  age.  This  can  greatly 
modify  each  one’s  medical  destiny  to  obtain  a 
‘survival  advantage.’  ” 

Dr.  Longest  is  a member  of  the  American 
Medical  Association  and  is  chairman  of  the  Com- 
mittee on  College  Health  of  the  Mississippi  State 
Medical  Association.  He  is  a former  director  and 
past  president  of  the  Mississippi  Academy  of 
Family  Practice,  a former  director  of  the  Mis- 
sissippi Heart  Association  and  the  Easter  Seal 
Society.  He  is  a member  of  the  Board  of  Directors 
of  the  National  Interagency  Council  on  Smoking 
and  Health  representing  the  American  College 
Health  Association. 

Antiserum  at  Emory 
Screens  for  Leukemia 

A substance  developed  at  Emory  University  is 
being  used  to  screen  apparently  healthy  individuals 
for  early  signs  of  leukemia  and  similar  forms  of 
cancer. 

Dr.  Daniel  Rudman,  professor  of  medicine  and 
director  of  the  Emory  University  Clinical  Research 
Facility,  identified  the  substance  as  an  extremely 
sensitive  antiserum  made  by  injecting  a unique 
protein  found  in  leukemia  patients  into  live 
rabbits. 

He  emphasized  that  the  screening  tests  are  still 
experimental  but  eventually  it  is  hoped  that  large 
population  groups  can  be  tested  with  specific 
antisera  for  various  forms  of  cancer. 

The  active  molecule  in  the  antiserum  is  an  anti- 
body specifically  tailored  in  the  rabbit’s  body  to 
enable  the  animal  to  reject  the  abnormal  or  foreign 
protein  which  is  produced  during  metabolism  of 
human  cancer  cells.  The  antiserum's  antibody 
forms  a visible  reaction  with  even  a minute  quan- 
tity of  the  cancer-related  protein. 

About  80  per  cent  of  leukemic  patients  show  a 
positive  reaction  with  the  antiserum.  Dr.  Rudman 
said.  In  addition,  about  60  seemingly  normal  in- 
dividuals, with  no  symptoms  of  cancer,  have  been 
tested  with  leukemia  antiserum  in  the  NIH-sup- 
ported  Emory  University  Clinical  Research  Fa- 
cility at  Emory  University  Hospital.  Of  these, 
three  have  shown  positive  reactions. 

Dr.  Rudman  said  that  even  though  the  three 


test  subjects  with  positive  reactions  are  symptom- 
free,  they  will  be  examined  regularly  for  a number 
of  years  to  see  if  leukemia  or  any  other  cancer 
develops.  “We’d  like  to  know  if  we’ve  found  some 
form  of  cancer  in  a very  early  pre-symptom  stage 
in  these  people,”  he  explained. 

The  research  project  is  based  on  the  discovery 
at  Emory  and  at  other  medical  centers  that  many 
cancers  produce  abnormal  proteins  specific  to  that 
particular  type  of  cancer.  The  cancer  cells  release 
the  proteins  into  the  body  fluids  such  as  blood 
and  urine.  The  cancer-related  proteins  also  appear 
in  fluid  collections  which  may  form  in  the  cavities 
of  the  abdomen  or  chest. 

The  Emory  group  is  working  with  three  such 
proteins  which  appear  specific  for  the  following 
types  of  cancers:  leukemia  and  leukemia-related 
diseases,  including  Hodgkin’s  disease  and  the 
lymphomas;  cancer  of  the  gastrointestinal  tract; 
and  cancer  of  the  breast. 

So  far,  the  most  sensitive  type  of  antiserum  has 
been  produced  with  the  leukemia-related  protein. 

“There  is  evidence  that  as  many  as  15  different 
cancer-related  proteins  may  exist,”  Dr.  Rudman 
said.  “We’ve  isolated  three  of  these  and  developed 
a potent  antiserum  to  one.  But  once  each  protein 
is  isolated,  it's  only  a matter  of  time  before  an 
antiserum  is  made.” 

The  work  is  similar  to  efforts  in  a number  of 
medical  centers  to  develop  mass-screening  based 
on  a protein  called  carcinoembryonic  antigen 
(CEM),  which  seems  specific  for  cancer  of  the 
lower  bowel,  Dr.  Rudman  said.  CEM  is  taken 
from  the  tumor  itself,  while  Dr.  Rudman  and  his 
colleagues  are  working  with  proteins  isolated  from 
body  fluids. 

It  is  believed  the  cancer-related  protein  mole- 
cules being  studied  at  Emory  are  “throwbacks” 
to  a type  of  material  produced  at  an  earlier  stage 
of  development  before  the  cell  differentiated  into 
a mature  adult  cell  type. 

In  other  cases,  the  abnormal  protein  may  be 
shed  from  the  abnormal  surface  of  the  cancer 
cell.  Dr.  Rudman  said. 

The  research  has  possible  applications  in  mass 
screening  for  various  types  of  cancer  in  large 
population  groups,  the  Emery  physician  said.  Only 
one  drop  of  a person’s  urine  or  blood  plasma  is 
required  for  the  antiserum  test. 

In  addition,  these  investigations  provide  useful 
information  about  the  biology  of  the  cancer  cell 
itself,  particularly  regarding  the  structure,  proper- 
ties, and  origin  of  the  cancer-related  proteins. 

The  project  has  received  a grant  of  $41,000 
from  the  National  Cancer  Institute  for  the  current 
year. 
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X-Ray  Standard 
Date  Extended 

The  Food  and  Drug  Administration  has  ex- 
tended for  a year  the  effective  date  of  a federal 
radiation  protection  standard  for  new  diagnostic 
x-ray  equipment,  but  warned  manufacturers  that 
no  further  extension  will  be  granted.  The  date 
was  changed  from  Aug.  15,  1973,  to  Aug.  1, 
1974,  in  a notice  published  in  the  Federal  Register 
of  June  12,  1973. 

The  action  followed  requests  for  more  time  to 
comply  with  the  standard  from  public  radiation 
control  agencies  and  representatives  of  industry, 
medical  and  dental  x-ray  equipment  users. 

Sixteen  of  18  state  and  local  radiation  control 
agencies  submitted  letters  in  support  of  the  exten- 
sion. Some  said  they  needed  more  time  to  obtain 
instrumentation  to  test  x-ray  machines  for  com- 
pliance with  the  standard.  Others  said  they  re- 
quired time  to  revise  state  x-ray  equipment  regu- 
lations and  develop  procedures  for  enforcement 
of  the  standard. 

Manufacturers  said  they  needed  additional  time 
to  redesign  and  redevelop  equipment  to  meet  the 
radiation  protection  performance  requirements  of 
the  standard;  obtain  suitable  components  and 
parts  from  suppliers;  prepare  instructions  for  as- 
semblers and  users  of  x-ray  equipment;  train 
assemblers;  and  develop  equipment  testing  and 
quality  control  programs. 

One  hundred  and  thirty-four  catalog  items 
could  not  be  certified  as  complying  with  the  stan- 
dard by  Aug.  15,  1973,  industry  representatives 
said.  This  would  mean,  according  to  manufac- 
turers’ estimates  based  on  normal  sales,  that  about 
4,500  x-ray  components  and  subsystems  and 
1,400  complete  units  would  have  been  withheld 
from  the  market  as  not  meeting  the  standard  had 
the  Aug.  15  effective  date  been  retained.  Such 
shortages,  FDA  said,  might  have  had  “an  adverse 
impact”  on  the  delivery  of  medical  care. 

One  of  the  principal  patient  protection  provi- 
sions of  the  standard  requires  machines  to  be 
capable  of  restricting  the  x-ray  beam  to  the  size 
of  the  film  or  fluoroscopic  image  receptor.  The 
standard  also  contains  provisions  intended  to 
make  it  possible  for  operators  to  reproduce  more 
consistently  a given  image  quality  for  given  volt- 
age, current,  and  time  settings.  This  capability, 
in  combination  with  good  x-ray  examination  tech- 
niques, will  tend  to  minimize  film  retakes  and 
unnecessary  exposure. 

FDA  emphasized  that  most  x-ray  machines  now 
in  use  meet  state  radiation  control  regulations  or 
national  voluntary  standards. 


Rondomycin 

(methacycline  HCI) 


CONTRAINDICATIONS:  Hypersensitivity  to  any  ol  the  tetracyclines 
WARNINGS:  Tetracycline  usage  during  tooth  development  (last  half  of  pregnancy  to  eight 
years)  may  cause  permanent  tooth  discoloration  (yellow-gray-brown),  which  is  more 
common  during  long-term  use  but  has  occurred  after  repeated  short-term  courses. 
Enamel  hypoplasia  has  also  been  reported  Tetracyclines  should  not  be  used  in  this  age 
group  unless  other  drugs  are  not  likely  to  be  effective  or  are  contraindicated. 
Usage  in  pregnancy,  (See  above  WARNINGS  about  use  during  tooth  development.) 

Animal  studies  indicate  that  tetracyclines  cross  the  placenta  and  can  be  toxic  to  the  de- 
veloping fetus  (often  related  to  retardation  of  skeletal  development).  Embryotoxicity  has 
also  been  noted  in  animals  treated  early  in  pregnancy. 

Usage  in  newborns,  infants,  and  children.  (See  above  WARNINGS  about  use  during 

tooth  development.) 

All  tetracyclines  form  a stable  calcium  complex  in  any  bone-forming  tissue.  A decrease 
in  fibula  growth  rate  observed  in  prematures  given  oral  tetracycline  25  mg/kg  every  6 
hours  was  reversible  when  drug  was  discontinued. 

Tetracyclines  are  present  in  milk  of  lactatmg  women  taking  tetracyclines. 

To  avoid  excess  systemic  accumulation  and  liver  toxicity  in  patients  with  impaired  renal 
function,  reduce  usual  total  dosage  and,  if  therapy  is  prolonged,  consider  serum  level  de- 
terminations of  drug.  The  anti-anabolic  action  of  tetracyclines  may  increase  BUN,  While 
not  a problem  in  normal  renal  function,  in  patients  with  significantly  impaired  function, 
higher  tetracycline  serum  levels  may  lead  to  azotemia,  hyperphosphatemia,  and  acidosis 
Photosensitivity  manifested  by  exaggerated  sunburn  reaction  has  occurred  with  tetra- 
cyclines. Patients  apt  to  be  exposed  to  direct  sunlight  or  ultraviolet  light  should  be  so  ad- 
vised. and  treatment  should  be  discontinued  at  first  evidence  of  skin  erythema 
PRECAUTIONS:  If  superinfection  occurs  due  to  overgrowth  of  nonsusceptible  organisms, 
including  fungi,  discontinue  antibiotic  and  start  appropriate  therapy. 

In  venereal  disease,  when  coexistent  syphilis  is  suspected,  perform  darkfield  exami- 
nation before  therapy,  and  serologically  test  for  syphilis  monthly  for  at  least  four  months. 

Tetracyclines  have  been  shown  to  depress  plasma  prothrombin  activity:  patients  on  an- 
ticoagulant therapy  may  require  downward  adjustment  of  their  anticoagulant  dosage. 

In  long-term  therapy,  perform  periodic  organ  system  evaluations  (including  blood, 
renal,  hepatic). 

Treat  all  Group  A beta-hemolytic  streptococcal  infections  for  at  least  10  days 
Since  bacteriostatic  drugs  may  interfere  with  the  bactericidal  action  of  penicillin,  avoid 
giving  tetracycline  with  penicillin. 

ADVERSE  REACTIONS:  Gastrointestinal  (oral  and  parenteral  forms)  anorexia,  nausea, 
vomiting,  diarrhea,  glossitis,  dysphagia,  enterocolitis,  inflammatory  lesions  (with  mond- 
ial overgrowth)  in  the  anogenital  region. 

Skin:  maculopapular  and  erythematous  rashes,  exfoliative  dermatitis  (uncommon).  Pho- 
tosensitivity is  discussed  above  (See  WARNINGS) 

Renal  toxicity:  rise  in  BUN,  apparently  dose  related  (See  WARNINGS) 

Hypersensitivity:  urticaria,  angioneurotic  edema,  anaphylaxis,  anaphylactoid  purpura, 
pericarditis,  exacerbation  of  systemic  lupus  erythematosus. 

Bulging  fontanels,  reported  in  young  infants  after  full  therapeutic  dosage,  have  disap- 
peared rapidly  when  drug  was  discontinued 

Blood:  hemolytic  anemia,  thrombocytopenia,  neutropenia,  eosinophilia. 

Over  prolonged  periods,  tetracyclines  have  been  reported  to  produce  brown-black  mi- 
croscopic discoloration  of  thyroid  glands:  no  abnormalities  of  thyroid  function  studies  are 
known  to  occur. 

USUAL  DOSAGE:  Adults  — 600  mg  daily,  divided  into  two  or  four  equally  spaced  doses 
More  severe  infections:  an  initial  dose  of  300  mg  followed  by  150  mg  every  six  hours  or 
300  mg  every  12  hours.  Gonorrhea  In  uncomplicated  gonorrhea,  when  penicillin  is  con- 
traindicated. Rondomycin’  (methacycline  HCI)  may  be  used  for  treating  both  males  and 
females  in  the  following  clinical  dosage  schedule:  900  mg  initially,  followed  by  300  mg 
q.  i d.  for  a total  of  5.4  grams. 

For  treatment  of  syphilis,  when  penicillin  is  contraindicated,  a total  of  18  to  24  grams  of 
Rondomycin'  (methacycline  HCI)  in  equally  divided  doses  over  a period  ol  10-15  days 
should  be  given.  Close  follow-up.  including  laboratory  tests,  is  recommended. 

Eaton  Agent  pneumonia  900  mg  daily  for  six  days. 

Children -3  to  6 mg/lb/day  divided  into  two  to  four  equally  spaced  doses. 

Therapy  should  be  continued  tor  at  least  24-48  hours  after  symptoms  and  fever  have 
subsided. 

Concomitant  therapy:  Antacids  containing  aluminum,  calcium  or  magnesium  impair  ab- 
sorption and  are  contraindicated  Food  and  some  dairy  products  also  interfere.  Give  drug 
one  hour  before  or  two  hours  after  meals.  Pediatric  oral  dosage  forms  should  not  be 
given  with  milk  formulas  and  should  be  given  at  least  one  hour  prior  to  feeding 
In  patients  with  renal  impairment  (see  WARNINGS),  total  dosage  should  be  decreased 
by  reducing  recommended  individual  doses  or  by  extending  time  intervals  between 
doses. 

In  streptococcal  infections,  a therapeutic  dose  should  be  given  for  at  least  10  days. 
SUPPLIED:  Rondomycin’  (methacycline  HCI):  150  mg  and  300  mg  capsules;  syrup  con- 
taining 75  mg/5  cc  methacycline  HCI. 

Before  prescribing,  consult  package  circular  or  latest  PDR  information. 

Rev.  6/73 

<5ts> 

kfTJ  WALLACE  PHARMACEUTICALS 
lli  CRANBURY.  NEW  JERSEY  08512 
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Miss  Louise  Williams 
Retires  as  S.B.H.  Librarian 

Miss  E.  Louise  Williams  retired  as  librarian  of 
the  Mississippi  State  Board  of  Health  Library, 
July  31,  1973,  after  37  years  of  service.  Except 

for  a year  as  cataloger 
and  reference  assistant 
at  Rudolph  Matas 
Medical  Library  at 
Tulane,  1952-53,  her 
main  effort  has  been 
upon  the  development 
of  a library  to  serve 
the  health  professions 
of  Mississippi.  This  li- 
brary, the  first  in  the 
state  to  provide  such 
assistance,  has  been  a 
key  source  of  refer- 
ence help  to  physi- 
cians and  others,  lend- 
ing its  journals  and  books  statewide.  Literature 
searches  and  bibliographies  are  also  provided. 

The  Mississippi  State  Medical  Association  has 
cooperated  in  the  development  of  the  library,  pro- 
viding it  with  its  exchange  journals.  This  with  the 
assistance  received  through  the  Medical  Library 
Association  Exchange  has  enabled  Miss  Williams 
to  build  an  excellent  collection  on  a very  small 
budget  allocated  by  the  state. 

Upon  discovering  that  the  Mississippi  Doctor 
(predecessor  to  JMSMA)  was  not  being  indexed 
in  the  important  Quarterly  Cumulative  Index 
Medicus,  Miss  Williams  got  in  touch  with  the 
publisher,  the  American  Medical  Association,  after 
communicating  with  Dr.  W.  H.  Anderson,  editor 
of  the  Mississippi  journal,  offering  assistance  in 
preparing  an  annual  index  if  he  would  use  con- 
tinuous pagination  for  each  volume.  The  AMA 
cooperated  and  included  it  in  OC1M  and  detailed 
annual  indexes  were  prepared  by  Miss  Williams 
for  volumes  16-36  (1938-1959)  in  partial  re- 
ciprocation for  exchange  journals.  The  indexes 
have  been  of  much  help  in  locating  material 
wanted  from  these  early  volumes,  a bound  file 
of  which  is  available  in  the  library.  There  is  also 
a complete  file  of  the  Mississippi  State  Medical 
Association  Transactions,  the  Mississippi  Medical 
Journal  v.3  ( 1899-1900),  the  Mississippi  Medical 
Record  ( 1900-04)  and  Mississippi  Medical 
Monthly,  v.1-19  (1897-1914) — the  latter  two 
being  incomplete. 

The  library  contains  a good  cross-section  of  the 
medical,  public  health  and  allied  scientific  litera- 


ture published  in  the  English  language  in  the  19th 
and  20th  centuries,  including  many  Garrison-Mor- 
ton  classics,  according  to  Miss  Williams.  The  im- 
portant bibliographical  tools  are  available,  begin- 
ning with  the  Index  Catalogue  up  to  the  latest 
issue  of  Index  Medicus,  enabling  the  librarian  to 
bring  borrowers  a thorough  search  of  what  has 
been  published  on  any  topic  on  which  help  may 
be  needed.  “To  date,  nothing  has  replaced  the 
well-organized  medical  library  either  as  a readily 
accessible  repository  of  knowledge  or  as  a reliable 
resource  for  continuing  education.’’  The  para- 
mount concern  of  the  library  is  that  it  contain  the 
material  that  will  best  support  the  goals  of  the 
public  health  program  and  will  assist  others  in 
promoting  the  health  care  of  all  people. 

Reflecting  upon  the  accomplishments  of  these 
years.  Miss  Williams  states,  “It  has  been  a great 
experience  to  have  had  a part  in  developing  a use- 
ful collection  in  the  health  sciences  field  and  it 
has  been  an  exciting  era  in  the  advancement  of 
technologies  which  strengthened  the  functions  and 
goals  of  libraries  everywhere.  I count  myself  for- 
tunate to  have  been  a part  of  this  era.  It  was  a 
rich  experience  to  work  and  grow  with  others  in 
professional  endeavors,  especially  the  Medical  Li- 
brary Association,  which  brought  friendships  from 
almost  every  state  and  continent.  I look  forward 
with  great  anticipation  of  good  things  for  the  fu- 
ture and  in  keeping  in  touch.’’ 

Chest  Physicians 
Plan  Annual  Assembly 

The  39th  Annual  Scientific  Assembly  of  the 
American  College  of  Chest  Physicians  will  be 
held  Oct.  21-25  at  the  Four  Seasons  Sheraton 
Hotel,  Toronto,  Ontario,  Canada. 

Three  thousand  physicians  and  allied  health 
personnel  are  expected  to  attend  the  assembly, 
which  will  feature  five  days  of  workshops,  sym- 
posia, fireside  conferences,  and  the  presentation 
of  90  scientific  papers.  Also  highlighting  the  as- 
sembly are  luncheon  panels,  tutorial  sessions,  sun- 
rise sessions,  evening  seminars,  and  a motion  pic- 
ture clinic. 

Plans  for  opening  day  of  the  Scientific  Assembly 
include  clinic  visits  to  1 1 hospitals  and  teaching 
centers  in  Toronto.  In  addition,  a one-day  seminar 
for  nurses  and  senior  respiratory  therapists  on 
modern  methods  of  managing  patients  with  cardio- 
respiratory disease  has  been  planned. 

Registration  fee  information  and  advance  regis- 
tration forms  are  available  from  the  American 
College  of  Chest  Physicians,  1 12  E.  Chestnut  St.. 
Chicago,  111.  6061 1. 
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HOUSE  OF  DELEGATES  / Continued 

ing  battle  on  the  “Chiropractic  issue”  during  the 

1973  Regular  Session  of  the  Mississippi  Legisla- 
ture. Considering  everything,  and  remembering 
the  old  adage  that  . . legislation  is  like  sausage, 
if  you  plan  to  enjoy  it  you  don’t  want  to  watch  it 
being  made.”  your  Board  and  council  feel  that  we 
came  out  reasonably  well.  We  would  like  to  note 
the  efforts  of  many  members  in  this  regard  and 
we  especially  commend  our  president.  Dr.  Jen- 
kins, for  the  time  he  spent  in  Jackson  and  on  the 
telephone  in  Laurel  in  behalf  of  the  association's 
legislative  program. 

Future  Legislative  Activities  and  Recommen- 
dations. Bills  to  reorganize  the  State  Board  of 
Health  with  a majority  of  lay  members  composing 
the  Board,  to  require  a certificate  of  need  for  all 
hospital  construction,  and  to  allow  counties  to  is- 
sue full  faith  and  credit  bonds  for  construction  of 
medical  arts  buildings  in  conjunction  with  hos- 
pitals were  introduced  during  the  1973  Regular 
Session  and  successfully  opposed  by  the  associa- 
tion. All  will  more  than  likely  be  back  on  the 

1974  Legislative  Agenda.  Your  Board  and  Coun- 
cil on  Legislation  have  considered  ways  for  the 
association  to  strengthen  its  legislative  program. 

Over  the  next  few  months  preceding  the  1974 
Regular  Session  of  the  Mississippi  Legislature  we 
propose  to  organize  county  by  county  legislative 
contact  committees  which  will  coordinate  the  as- 
sociation’s legislative  program  with  their  respec- 
tive members  of  the  legislature.  We  also  propose 
to  begin  formulation  of  a legislative  “health  voting 
index”  to  illustrate  your  representatives’  and  sen- 
ators’ votes  on  key  health  issues  during  the  1972- 
76  Mississippi  Legislature. 

Finally,  and  not  in  regard  to  a recommenda- 
tion, your  Board  of  Trustees  and  Council  on  Leg- 
islation wish  to  stress  that  with  the  shift  on  the 
Federal  level  to  revenue  sharing  and  the  decen- 
tralization of  government  programs,  state  legisla- 
tures become  more  and  more  a focal  point  of  ac- 
tivity for  health  legislation  and  appropriations. 
We  must  constantly  strive  to  improve  our  state 
legislative  program. 

REPORT  OF  THE  REFERENCE  COMMITTEE 
ON  REPORTS  OF  OFFICERS  AND 
BOARD  OF  TRUSTEES 

Your  reference  committee  considered  Supple- 
mental Report  A of  the  Board  of  Trustees,  1973 
MSMA  Legislative  Program.  The  report  recom- 
mends organization  of  county  legislative  contact 
committees  and  the  formation  of  a “health  voting 


index”  for  each  member  of  the  Legislature.  We 
concur  with  these  recommendations  and  com- 
mend our  president,  Council  on  Legislation,  and 
the  Board  of  Trustees  for  their  efforts  during  the 
1973  Mississippi  Legislature  in  our  behalf. 

The  report  of  the  reference  committee  was 
adopted. 

SUPPLEMENTAL  REPORT  B OF  THE 
BOARD  OF  TRUSTEES 

Professional  Standards  Review  Organizations 
— Background.  With  the  passage  of  H.R.I,  the 
Social  Security  Amendments  of  1972,  and  its 
signing  into  law  by  the  President  as  Public  Law 
92-603,  the  private  practice  of  medicine  faces  one 
of  its  most  crucial  challenges  and  opportunities 
in  recent  times.  I refer  specifically  to  the  now  fa- 
mous or  as  some  may  prefer  infamous  provision 
in  that  law  titled  “Professional  Standards  Review 
Organizations”  (PSRO). 

Much  has  been  said  and  written  by  way  of  ex- 
planation about  PSRO  in  the  past  few  months. 
Many  hopes  and  fears  have  been  expressed  about 
it  by  physicians,  Medicare  and  Medicaid  inter- 
mediaries, insurance  companies,  politicians,  and 
others.  I do  not  propose  to  state  here  today  the 
many  words  of  hope  or  fear  so  well  stated  by  oth- 
ers. 1 do  want  to  say  to  you,  however,  that  your 
Board  of  Trustees  has  reviewed  and  considered 
the  PSRO  Law,  that  we  desire  to  bring  certain 
pertinent  information  to  you  about  it,  and  finally 
we  have  recommendations  to  make  for  your  con- 
sideration as  the  elected  representatives  of  the 
members  of  our  association. 

PSRO — Plan  and  Format.  Under  requirements 
of  the  PSRO  Law,  the  Secretary  of  H.E.W.  is  to 
designate  PSRO  areas  throughout  the  country  by 
January  1,  1974.  These  areas  will  generally  in- 
clude a minimum  of  300  physicians.  Maximum 
size  of  a PSRO  area  has  yet  to  be  defined,  al- 
though there  is  indication  that  some  entire  states 
may  be  one  PSRO  area.  A state  having  more  than 
two  PSRO  areas  will  have  a statewide  PSRO 
Council  to  serve  as  a coordinating  mechanism  for 
PSRO  activities  in  the  state. 

After  designation  of  PSRO  areas  the  Secretary 
of  H.E.W.  is  to  seek  applicants  to  serve  as  Pro- 
fessional Standards  Review  Organizations.  These 
organizations  will  be  responsible  for  the  review 
of  all  health  care  services  for  which  payment  may 
be  made  under  the  Medicare  and  Medicaid  Pro- 
grams. In  this  regard  the  PSRO  will  be  concerned 
with:  ( 1 ) necessity  of  services;  (2)  quality  of  ser- 
vices; and  (3)  appropriateness  of  institutional 
services.  The  PSRO  will  be  concerned  first  with 
review  of  institutional  services. 
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The  Secretary  of  H.E.W.  must  initially  seek 
PSRO  sponsors  from  among  medical  organiza- 
tions. A medical  association  can  not  be  a PSRO 
but  it  can  be  a PSRO  sponsor.  Failing  such  spon- 
sors the  Secretary  of  H.E.W.  is  directed  to  seek 
alternative  PSRO  sponsors  from  among  state  and 
local  health  departments,  medical  schools  and 
third  party  payors. 

Finally  with  respect  to  the  PSRO  plan  and  for- 
mat, it  should  be  noted  that  the  PSRO  Director 
on  the  national  level  reports  directly  to  the  As- 
sistant Secretary  of  H.E.W.  for  Health  and  Scien- 
tific Affairs,  Dr.  Charles  C.  Edwards.  The  PSRO 
Director  is  Dr.  William  I.  Bauer,  a practicing  phy- 
sician from  Greeley,  Colorado  and  former  presi- 
dent of  the  Colorado  Medical  Care  Foundation. 
The  Director  is  advised  by  a National  Profession- 
al Standards  Review  Council  composed  of  a ma- 
jority of  physicians  selected  from  national  organi- 
zations representing  practicing  physicians. 

PSRO  in  Mississippi — An  Overview  and  Rec- 
ommendations. In  1971  this  House  of  Delegates 
authorized  the  formation  of  the  Mississippi  Foun- 
dation for  Medical  Care,  Inc.  As  noted  then  such 
voluntary  foundations  have  four  principal  func- 
tions: (1)  To  conduct  peer  review;  (2)  to  pro- 
vide for  the  medical  profession  assuming  direct 
responsibility  for  and  leadership  in  care  delivery; 
(3)  to  provide  the  most  knowledgeable  and  ca- 
pable source  for  claims  processing  and  payment 
information;  and  (4)  to  support  utilization  re- 
view. 

In  1970  and  1971  this  House  of  Delegates  rec- 
ognized . . the  importance  and  timeliness  of  a 
valid  peer  review  system  . . .”  and  directed  that 
such  a system  “.  . . be  instituted  at  the  earliest 
possible  time  . . . and  incorporated  in  the  work 
of  the  Mississippi  Foundation  for  Medical  Care 
as  the  foundation  is  developed.  . . Then  in 
June  of  1971  the  association  was  awarded  a grant 
by  the  National  Center  for  Health  Services  Re- 
search and  Development  to  develop  a “.  . . phy- 
sician-sponsored method  of  evaluating  quality  of 
medical  care.” 

PSRO — that  is  a voluntary  organization  of 
physicians  to  review  the  quality,  appropriateness, 
and  necessity  of  medical  services  does  not  con- 
flict with  these  several  actions  of  the  House  of 
Delegates.  As  a matter  of  fact  we  are  in  a better 
and  more  logical  position  to  talk  about  what 
PSRO  will  be  than  PSRO  is  at  this  early  stage  in 
its  development. 

This  is  not  to  say  that  we  don’t  have  a lot  of 
work  to  do  on  development  of  our  Foundation 
and  peer  review  mechanism.  As  reported  in  the 


Handbook  of  the  House  of  Delegates,  the 
Foundation  has  just  begun  study  and  develop- 
ment of  professional  fee  schedules.  Our  initial  ef- 
forts have  been  directed  toward  reaching  that 
membership  total  necessary  for  meaningful  direc- 
tion. Additionally,  our  Peer  Review/ EMCRO  ac- 
tivities are  now  at  that  point  where  we  can  iden- 
tify and  support  operational  mechanisms  on  the 
local  level.  These  activities  should  now  evolve  to 
the  local  hospital  staff,  with  local  regional  review 
and  a state  appeal  and  support  mechanism. 

After  review  of  the  PSRO  Legislation  and  con- 
sideration of  the  content  and  context  of  the  asso- 
ciation’s heretofore  activities  which  precede  such 
legislation,  your  Board  of  Trustees  respectfully 
recommends  and  encourages  this  House  of  Dele- 
gates to  direct  the  Mississippi  Foundation  for 
Medical  Care,  Inc.,  to  proceed  to  organize  PSROs 
in  Mississippi  as  required  by  Public  Law  92-603 
and  within  the  context  of  the  principles  of  the 
MFMC  as  voluntarily  endorsed  by  its  members 
and  this  House  of  Delegates. 

We  further  recommend  that  the  peer  review 
process  as  authorized  by  this  House  of  Delegates, 
and  implemented  with  respect  to  third  party  pay- 
ors and  physicians  accepting  contractual  assign- 
ments from  such  third  parties,  be  now  incorporat- 
ed into  the  work  of  the  MFMC  to  be  voluntarily 
assumed  by  its  members. 

REPORT  OF  THE  REFERENCE  COMMITTEE 
ON  REPORTS  OF  OFFICERS  AND 
BOARD  OF  TRUSTEES 

Your  reference  committee  considered  Supple- 
mental Report  B of  the  Board  of  Trustees,  Pro- 
fessional Standards  Review  Organizations.  This 
detailed  and  thoughtful  report  on  a very  complex 
subject  deserves  our  most  careful  consideration. 
The  report  recommends  that  the  House  of  Dele- 
gates direct  the  Mississippi  Foundation  for  Med- 
ical Care  to  proceed  to  organize  PSROs  in  Mis- 
sissippi as  required  by  Public  Law  92-603  and 
within  the  context  of  the  principles  of  the  MFMC 
as  voluntarily  endorsed  by  its  membership  and 
this  House  of  Delegates.  It  further  recommends 
that  the  peer  review  process  as  authorized  by  this 
House  of  Delegates  and  implemented  with  respect 
to  third  party  payors  and  physicians  accepting 
contractual  assignments  from  such  third  parties, 
be  now  incorporated  into  the  work  of  the  MFMC 
to  be  voluntarily  assumed  by  its  members.  Your 
reference  committee  concurs  with  these  recom- 
mendations. 

A minority  report  was  presented  by  Dr.  Jack 
A.  Stokes — seconded  by  Dr.  Max  Pharr.  The  mo- 
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tion  was  made  by  Dr.  Lawrence  W.  Long,  sec- 
onded by  Dr.  John  Caden,  and  passed,  that  the 
minority  report  be  adopted  as  part  of  the  report. 

The  report  of  the  reference  committee  was 
adopted  as  amended. 

MINORITY  REPORT  ON  ITEM  8 OF  THE 
REPORT  OF  THE  REFERENCE  COMMITTEE 
ON  REPORTS  OF  OFFICERS  AND 
BOARD  OF  TRUSTEES 

Dr.  Jack  A.  Stokes:  This  is  a minority  report 
from  your  Reference  Committee  on  Reports  of 
Officers  and  Board  of  Trustees.  Realizing  that 
PSRO  is  now  “the  law  of  the  land”  and  being 
knowledgeable  of  the  fact  that  physicians  have 
been  promised  first  opportunity  for  setting  up 
such  an  organization,  we  concur  with  an  obvious, 
immediate  necessity  for  the  Mississippi  State 
Medical  Association  to  become  instrumental  in 
setting  up  this  organization.  We  do,  however,  dis- 
agree with  the  principles  of  such  an  organization 
and  for  the  necessity  for  physicians  to  have  to 
deal  with  third  party  payors  for  their  fee  for  ser- 
vices. It  was  brought  out  in  your  reference  com- 
mittee’s hearing  that  this  House  of  Delegates  a 
few  years  ago  went  on  record  as  recommending 
that  “(1 ) That  insofar  as  possible,  they,  the  phy- 
sicians, deal  directly  with  the  patient,  and  (2) 
That  the  patient  receive  his  Medicare  benefits 
from  the  carrier  by  presentation  of  a receipted 
bill.”  It  was  further  defined  that  that  official  stand 
has  to  this  date  not  been  changed  but  is  being 
challenged  by  the  proposed  recommendation.  It 
is  further  believed  that  the  principles  set  out  in 
PSRO  are  not  consistent  with  that  involved  in  the 
private  practice  of  medicine  and  that  this  will  in- 
evitably widen  the  gap  in  the  physician/ patient  re- 
lationships. 

SUPPLEMENTAL  REPORT  C OF  THE 
BOARD  OF  TRUSTEES 

Scheduling  of  MSMA  Annual  Sessions.  The 
Constitution  of  the  association  provides  for  the 
annual  session,  and  under  the  By-Laws,  it  must 
be  conducted  prior  to  the  annual  convention  of 
AMA.  Section  2,  Article  V,  of  the  Constitution 
states  that  “the  time  and  place  for  holding  the 
annual  session  shall  be  fixed  by  the  House  of 
Delegates,  but  in  emergencies,  the  Board  of 
Trustees  shall  have  the  power  to  fix  or  change 
either  the  time  or  the  place  or  both.  . . .”  Because 
of  scheduling  difficulties  on  a year-to-year  basis, 
the  House  of  Delegates  approved  a four-year  ad- 
vance schedule  beginning  in  1967. 

A resolution  was  passed  by  the  House  of  Dele- 
gates in  1970  directing  that  the  annual  sessions 
be  scheduled  to  avoid  conflict  with  Mother’s  Day 


and  with  municipal  elections.  The  former  occurs 
on  the  second  Sunday  in  May;  primaries  for  the 
latter  occur  on  the  second  Tuesday  in  May  every 
four  years. 

Recommended  Dates  and  Sites  for  the  Annual 
Sessions.  At  the  99th  Annual  Session  in  1967,  the 
House  agreed  that  the  annual  session  thereafter 
would  be  conducted  on  the  Gulf  Coast  “until  such 
time  as  more  adequate  and  suitable  convention 
facilities  are  made  available  at  Jackson. " 

To  maintain  our  four-year  advance  schedule, 
the  Board  of  Trustees  recommends  that  the  fol- 
lowing convention  schedule  be  adopted  and  that 
the  convention  continue  to  be  held  in  Biloxi. 


Annual  Session 

106th 
107  th 
108th 
109th 


Dates 

May  6-9,  1974 
May  5-8,  1975 
May  3-6,  1976 
May  2-5.  1977 


REPORT  OF  THE  REFERENCE  COMMITTEE 
ON  MISCELLANEOUS  BUSINESS 

Your  reference  committee  considered  Supple- 
mental Report  C of  the  Board  of  Trustees  deal- 
ing with  scheduling  of  annual  sessions  of  the  as- 
sociation. The  following  schedule  was  proposed 
in  this  regard: 


Annual  Session 

106th 

107th 

108th 

109th 


Dates 

May  6-9,  1974 
May  5-8,  1975 
May  3-6.  1976 
May  2-5,  1977 


We  concur  with  the  schedule  of  annual  sessions 
proposed  by  the  Board.  We  note  that  at  the  pres- 
ent time  there  are  only  two  convention  facilities 
in  the  state  that  can  handle  annual  meetings  of 
this  association.  Both  are  located  on  the  Gulf 
Coast.  We  recommend  that  the  exact  site  of  the 
association's  annual  sessions  be  left  to  selection 
by  the  Council  on  Scientific  Assembly. 

The  report  of  the  reference  committee  was 
adopted. 


REPORT  OF  THE  SECRETARY-TREASURER 

Dr.  Raymond  S.  Martin,  Jr.:  Duties  and  Re- 
sponsibilities. As  an  elected  general  officer  of  the 
association,  your  Secretary-Treasurer  is  charged 
with  such  duties  as  ordinarily  devolve  upon  the 
secretary  of  a corporation  by  law,  custom,  and 
usage.  Additionally,  he  is  the  constitutional  de- 
signee to  serve  as  chairman  of  the  Council  on 
Scientific  Assembly  and  member  ex  officio  of  all 
councils  and  committees. 

Membership.  Total  membership  as  of  Decem- 
ber 31,  1972,  was  as  follows: 
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1,302  paid  Active  members 
56  Emeritus  members 
54  members  exempt  from  dues  other  than 
Emeritus 


er,  as  an  ex  officio  member  of  councils  and  com- 
mittees, meets  with  various  official  bodies  of  the 
association  and  sits  with  the  Board  of  Trustees 
as  a general  officer.  Activities  related  to  service 
as  chairman  of  the  Council  on  Scientific  Assembly 
are  reported  separately. 


This  is  a total  of  1,412  MSMA  for  1972.  As 
of  April  15,  1973,  our  current  year’s  membership 
was: 

1,283  paid  Active  members 
55  Emeritus  members 
41  members  exempt  from  dues  other  than 
Emeritus 

This  is  a total  of  1,379  for  1973.  Additional 
payments  of  dues  have  been  made  since  prepara- 
tion of  these  data. 

Fiscal  Reporting.  In  accordance  with  usual 
practice,  your  Secretary-Treasurer  submits  a con- 
densed statement  of  your  association’s  financial 
condition  as  reported  by  the  Board  of  Trustees’ 
independent  certified  public  accountant.  The 
Council  on  Budget  and  Finance  prepared  the 
budget  for  1973  which  was  approved  by  the 
Board  of  Trustees,  and  a copy  is  attached  to  this 
report.  This  is  exclusive  of  funds  which  will  be 
expended  by  the  association  in  payment  of  claims 
under  the  Civilian  Health  and  Medical  Program 
of  the  Uniformed  Services.  Such  expenditures  are 
reimbursed  to  the  association  by  the  Department 
of  Defense. 

Constitutional  Duties.  Your  Secretary-Treasur- 


MISSISSIPPI STATE  MEDICAL  ASSOCIATION 
CONDENSED  STATEMENT  OF 
FINANCIAL  CONDITION 
DECEMBER  31,  1972 
ASSETS 

Current  Assets 
General  Fund 


Cash  on  Deposit 
Accounts  Receivable — 
Journal 

Accounts  Receivable — 
CHAMPUS 
Other  Current 
Receivables 
Prepaid  Expenses 
Total  Current  Assets 
Fixed  Assets 

Building,  Office  Furniture  & 
Equipment,  Less 

Depreciation 

Land  (at  cost) 

Total  Fixed  Assets 
Deferred  Expenses 
Deferred  CHAMPUS 

Expenses  

Deferred  Pension  Plan 
Expense 

Total  Deferred  Expenses 
Other  Assets 

Refundable  Deposits  . 

Due  from  Mississippi 
Foundation  for  Medical 

Care  

Total  Assets  


$168,693.87 

3,980.01 

7,265.63 

3,532.96 

255.39 

" $183,727.86 


184,344.25 

14,242.38 

198,586.63 


2,254.26 

5,984.43 

8,238.69 

202.98 


709.06  912.04 

” $391,465.22 


MEMBERSHIP  SUMMARY— AS  OF  APRIL  15,  1973 


Society 
( 1 ) ' 

Paid 

MSMA 

(2) 

Enter. 

MSMA 

(3) 

Exmp. 

MSMA 

(4) 

Total 

MSMA 

(5) 

Paid 
AM  A 
(6) 

Exmp. 
AM  A 
(7) 

Total 
AM  A 
(8) 

1972 

Total 

(9) 

PPSA 

(10) 

Adams  County 

48 

0 

2 

50 

42 

1 

43 

53 

51 

Amite-Wilkinson  

7 

0 

0 

7 

7 

0 

7 

8 

8 

Central 

369 

20 

14 

403 

301 

30 

331 

422 

540 

Claiborne  County  . . . . 

2 

0 

1 

3 

2 

1 

3 

3 

3 

C’Dale  & Six 

35 

2 

3 

40 

29 

3 

32 

42 

44 

Coast  Counties 

101 

8 

1 

110 

88 

9 

97 

111 

172 

Delta 

103 

1 

6 

1 10 

96 

7 

103 

113 

132 

De  Soto  County 

4 

0 

0 

4 

4 

0 

4 

4 

6 

East  Miss 

92 

3 

1 

96 

86 

3 

89 

93 

108 

North  Miss. 

47 

4 

0 

51 

40 

4 

44 

47 

65 

North  Central  

35 

0 

1 

36 

34 

0 

34 

36 

44 

Northeast  

112 

8 

3 

123 

105 

11 

116 

119 

148 

Pearl  River 

13 

0 

0 

13 

12 

0 

12 

14 

15 

Prairie  

43 

1 

2 

46 

37 

3 

40 

46 

58 

Singing  River 

42 

0 

1 

43 

29 

1 

30 

45 

58 

South  Miss 

142 

4 

3 

149 

126 

7 

134 

155 

187 

South  Central  

48 

3 

0 

51 

44 

3 

47 

55 

74 

West  

40 

1 

3 

44 

38 

4 

42 

49 

55 

Totals 

. 1,283 

55 

41 

1.379 

1,120 

87 

1.208 

1.415 

1,768 

’Physician  population  in  society  area  as  of  November  1972;  includes  both  sexes  and  federal  medical  officers  of  VA 
and  USPHS,  but  does  not  include  non-members  in  residency  or  intern  training  programs. 
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LIABILITIES  AND  NET  WORTH 


Current  Liabilities 

Accrued  Expenses  $ 4,072.09 

Accounts  Payable: 

Local  Society  Dues  4,135.00 

Auxiliary  Dues  4,216.00 

Accounts  Payable — AMA 

Dues  and  ERF  82,052.20 

Accounts  Payable — Dues 

AMPAC  and  MPAC  8,860.00 

Accounts  Payable: 

EMCRO  3,705.36 

CHAMPUS  4.828.87 

Mortgage  Payable  4,450.00 

Accrued  Taxes  3,345.00 

Due  United  Givers  Fund  121.60 


Total  Current  Liabilities 
Long  Term  Liabilities 
Mortgage  Payable — 

Deposit  Guaranty 
National  Bank 

Deferred  Income 

Net  Worth 

Unappropriated  Net  Worth, 

December  31,  1971 
Net  Income  for  Year  Ended 
December  31,  1972  . 

Net  Worth,  December  31, 

1972  1 17,870.31 

Total  Liabilities  and 

Net  Worth  $391,465.22 


MISSISSIPPI  STATE  MEDICAL  ASSOCIATION 
1973  BUDGET 


$119,786.12 

66,750.00 

87,058.79 

110,643.99 

7,226.32 


Projected  Income 
Dues  Sources 

1,340  MSMA  @ $100  $ 134,000.00 

1,175  AMA  @ $110  129,250.00 

AMA  Commissions  @ 1%  of  Dues  1,293.00 

Associate  Member  Service: 

Fees  @ $15  per  Assoc.  Member  75.00 

Directory  and  Supplement  4.000.00 

Journal 


Advertising  $27,000.00 

Other  (Rebate,  Paid  Subs.)  1,600.00 

Reprints  1,000.00  29,600.00 


105th  Annual  Session 
Exhibit  Sales  8,000.00 

Scientific  Grants  550.00 

Social  Occasion  1,000.00  9,550.00 


Other  Income 
Interest  Earned 

Sundry  Sales 

Data  Processing 

CHAMPUS  Administration 

Medex  Data 

EMCRO  Grant 


2,500.00 
1 .000.00 
1,000.00 
77.500.00 
5,000.00 

197,900.00  284,900.00 


Total 


592,668.00 


Less  AMA  Transmittals  -129,250.00 

Less  EMCRO  Grant  -197,900.00 

Less  CHAMPUS 


Administration 

Net  Projected  Income 


- 77,500.00 
$ 188.018.00 


Projected  Expenses 
105th  Annual  Session 
Board  of  Trustees 
Councils  and  Committees 
Committees — CHAMPUS 
Building  Maintenance 
Contract  Labor 
Dues  and  Subscriptions 
Equipment  Rentals 
Office  Equipment  Maintenance 
Office  Equipment  Maintenance — 
CHAMPUS 

Office  Equipment  Maintenance — EMCRO 
Ground  Maintenance 

Group  Insurance  

Group  Insurance — CHAMPUS 
Group  Insurance — EMCRO 
Other  Insurance 
Interest 

Other  Office  Expenses 

Postage 

Postage— CHAMPUS 
Postage — EMCRO 

Professional  Services 

Professional  Services — CHAMPUS 
Consultant  Services — EMCRO 
Pension  Plan 

Pension  Plan — CHAMPUS 

Data  Processing  Services 

Data  Processing  Services — CHAMPUS 
Data  Processing  Services — EMCRO 

Salaries  

Salaries— CHAMPUS  

Salaries — EMCRO 

Printing  and  Supplies  

Printing  and  Supplies — CHAMPUS 
Printing  and  Supplies — EMCRO 

Property  Taxes 

Payroll  Taxes 

Payroll  Taxes — CHAMPUS 

Payroll  Taxes- — EMCRO 

Telephone  and  Telegraph 

Telephone  and  Telegraph — CHAMPUS 

Telephone  and  Telegraph — EMCRO 

Travel 

Travel— CHAMPUS 

Travel — EMCRO  

Utilities  

Journal  Production 
Journal  Other 
Journal  Reprints 

EMCU  

Medex  Data 

Total 

Less  OCHAMPUS  Expenses 

Less  EMCRO  Grant  

Net  Projected  Expenses 


$ 7,950.00 

3.600.00 

2,000.00 

350.00 

3.100.00 

300.00 

550.00 

1.800.00 

800.00 

250.00 

150.00 

700.00 

2,000.00 

1.150.00 

1.400.00 
1.000.00 

4.300.00 

350.00 

7.800.00 

5.100.00 

2.650.00 

3.500.00 

900.00 

27.640.00 

1.250.00 

215.00 

9.600.00 

6.000.00 

79.200.00 

71.359.00 

37.355.00 

62.333.00 

12.500.00 

6,000.00 

7.208.00 

6.700.00 

3.800.00 

2.500.00 

2.900.00 

6,000.00 

2.700.00 

1.590.00 

7.500.00 

1,000.00 

4.240.00 

5.600.00 

25.200.00 

1.900.00 
1,000.00 
2,000.00 
1,000.00 

447.990.00 

63.520.00 
-189,311.00 

$ 195,159.00 


REPORT  OF  THE  REFERENCE  COMMITTEE 
ON  REPORTS  OF  OFFICERS  AND 
BOARD  OF  TRUSTEES 

Your  reference  committee  thanks  and  com- 
mends the  Secretary-Treasurer,  Dr.  Raymond  F. 
Martin,  Jr.,  for  his  report.  During  consideration 
of  the  report  it  was  pointed  out  to  the  reference 
committee  that  the  budget  reflected  a need  for 
either  cutting  back  the  association's  present  ac- 
tivities, increasing  dues,  or  increasing  member- 
ship. Your  reference  committee  recommends  that 
the  latter,  that  is,  increasing  our  membership,  be 
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vigorously  pursued  by  all  members  of  the  asso- 
ciation. 

The  report  of  the  reference  committee  was 
adopted. 

REPORT  OF  THE  COUNCIL  ON 
BUDGET  AND  FINANCE 

We  have  considered  the  fiscal  portion  of  the  re- 
port of  the  Secretary-Treasurer,  and  we  have  ex- 
amined the  operation  of  the  Association  with  re- 
spect to  all  fiscal  activities,  including  the  report 
of  our  auditor.  The  report  is  satisfactory  to  your 
Council.  Prior  to  this  annual  session,  we  have 
met  for  this  purpose  and  conferred  with  the  Board 
of  Trustees.  We  have  determined  that  the  ac- 
counting system  is  working  properly. 

We  have  also  considered  the  1973  budget  for 
operation  of  your  Association,  and  we  have  con- 
ferred with  the  Board  of  Trustees  who  have  ap- 
proved the  budget  for  1973.  Each  item  in  the 
budget  has  been  carefully  evaluated  and  we  rec- 
ommend a total  budget  of  $447,990.00  for  gen- 
eral operation  of  all  activities  in  the  departments 
of  the  Association.  We  recommend  adoption  of 
the  budget  for  the  continued  operation  of  your 
Association.  The  insurance  owned  by  the  Asso- 
ciation on  its  properties  and  against  certain  liabil- 
ities has  been  examined  and  found  to  be  ade- 
quate. Safeguards  for  disbursement  procedures, 
the  handling  of  incoming  funds  and  the  safeguard- 
ing of  records  have  been  provided  as  recommend- 
ed by  our  auditor. 

The  Association  increased  its  working  capital 
by  $10,045.72  in  1972  to  $63,941 ,74^and  in- 
creased its  current  ratio  to  1.53  to  1 at  December 
31,  which  is  normally  considered  good.  However, 
without  prepaid  income  (1973  dues)  our  work- 
ing capital  at  December  31,  1972,  would  have 
been  a deficit  of  $23,1 17.05,  and  a current  ratio 
of  .81  to  1.  The  Council  is  very  concerned  over 
this  deficiency  in  working  capital  and  it  has  re- 
ferred this  problem  to  the  Committee  on  Long 
Range  Planning  for  study  and  recommendation 
to  the  Board  of  Trustees.  The  Association's  de- 
pendency on  government  programs  has  also  been 
brought  to  the  Council’s  attention.  In  1972  the 
Association  would  have  had  a minimum  negative 
cash  flow  of  $7,315.74  based  on  last  year’s  opera- 
tion without  the  cost  absorption  by  the  govern- 
ment programs.  This  too,  has  been  referred  to  the 
Committee  on  Long  Range  Planning  for  their 
study  and  recommendations  to  the  Board  of 
Trustees. 

The  report  of  the  Council  on  Budget  and  Fi- 
nance was  adopted. 


REPORT  OF  THE  EXECUTIVE  SECRETARY 

Mr.  Charles  L.  Mathews,  Executive  Secretary: 
Your  office  of  Executive  Secretary,  under  the  By- 
Laws,  reports  to  the  Board  of  Trustees.  The  pres- 
ent report  omits  this  detailed  reporting  and  is  lim- 
ited to  an  overview  of  your  administrative  staff 
and  on-going  association  activities. 

Staff.  There  are  at  present  22  employees  at 
your  headquarters  building.  Six  of  these  staff 
members  have  duties  with  the  Experimental  Med- 
ical Care  Review  Organization  (EMCRO).  Eight 
have  duties  with  the  Civilian  Health  and  Med- 
ical Program  of  the  Uniformed  Services 
(CHAMPUS),  and  eight  have  duties  with  asso- 
ciation programs  such  as  membership,  the  Jour- 
nal, internal  management,  etc.  In  the  latter 
group,  three  employees  have  50  per  cent  time  re- 
sponsibilities with  the  CHAMPUS.  We  have  two 
key  staff  positions  vacant,  one  in  computer  sys- 
tems support  and  the  other  in  general  administra- 
tion which  were  enumerated  to  you  last  year.  I 
am  happy  to  acknowledge  the  Board’s  approval 
to  fill  these  two  key  positions,  the  former  posi- 
tion being  filled  based  upon  third  year  funding  of 
the  EMCRO. 

Association  Programs.  With  the  approval  of 
the  Board,  we  have  acted  to  increase  channels  of 
communication  between  members  and  the  asso- 
ciation’s programs.  The  Board  has  directed  pub- 
lication of  a summary  in  your  Journal  of  its 
meetings  and  the  meetings  of  the  Mississippi 
Foundation  for  Medical  Care,  Inc.  We  will  ex- 
pand this  effort  during  the  upcoming  year  to  in- 
clude other  council  and  committee  meetings.  The 
“Blue  Sheet”  is  now  published  monthly  between 
Legislative  Sessions,  carrying  news  on  national 
legislation  and  state  activities  of  medical  inter- 
est. We  will  begin  annual  publication  this  sum- 
mer of  a new  membership  brochure  titled 
“MSMA — Services  and  Activities.”  We  are  test- 
ing the  benefits  of  a watts-line  on  a one  way  basis 
at  the  present  time,  using  it  hopefully  to  give  bet- 
ter service  and  quicker  response  to  your  requests. 
We  have  attempted  to  have  a staff  member  pres- 
ent at  any  component  society  meeting  this  past 
year  where  anyone  gave  any  type  of  slight  indica- 
tion that  they  would  like  to  see  us.  I believe  we 
batted  about  90  per  cent  on  this. 

Summary.  In  closing  let  me  say  on  behalf  of 
your  headquarters  staff  that  we  have  a firm  desire 
to  serve  well  and  to  improve.  Just  as  a personal 
word  on  behalf  of  myself,  and  Phoebe,  let  me  say 
it's  nice  to  be  back  with  the  medical  profession. 
Quite  frankly,  Phoebe  and  I don’t  know  whether 
the  brief  absence  amounted  to  a circle  or  a wild 
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tangent  but  at  any  rate  I do  hope  that  I return 
with  more  ability  to  serve  you  well  and  it  is  nice 
to  be  back  home. 

REPORT  OF  THE  REFERENCE  COMMITTEE 
ON  REPORTS  OF  OFFICERS  AND 
BOARD  OF  TRUSTEES 

Your  reference  committee  considered  the  re- 
port of  the  Executive  Secretary,  Mr.  Charles  L. 
Mathews,  and  commend  him  and  our  staff  for 
their  work.  The  committee  has  decided  that  the 
Executive  Secretary’s  return  completes  a circle 
and  hopefully  he  has  not  been  off  on  any  wild 
tangents. 

The  report  of  the  reference  committee  was 
adopted. 

REPORT  OF  THE  COMMITTEE  ON  AMA  ERF 

Dr.  Charles  R.  Jenkins,  MSMA  president  (in 
absence  of  committee  chairman,  Dr.  Raymond 
F.  Grenfell ) : 

Organization  and  Duties.  Your  Committee  on 
AMA-ERF  is  composed  of  one  member  from 
each  component  medical  society  appointed  an- 
nually by  the  president  of  our  association.  The 
committee  works  in  conjunction  with  the  Amer- 
ican Medical  Association-Education  and  Re- 
search Foundation  and  solicits  voluntary  contri- 
butions from  Mississippi  physicians  for  medical 
education  and  research.  The  committee  also 
closely  coordinates  its  activities  with  the  fund  so- 
licitation campaigns  of  the  University  of  Missis- 
sippi Medical  Alumni  Association.  All  contribu- 
tions are  tax  deductible  and  every  dollar  received 
is  put  to  work  in  education  in  a medical  school 
of  the  donor’s  choice  or  in  medical  research.  The 
AMA  and  state  medical  associations  pay  the 
modest  costs  of  conducting  the  program. 

1972  Contributions.  Your  committee  is  hap- 
py to  report  that  the  AMA-ERF  contribution  to 
our  University  of  Mississippi  School  of  Medicine 
for  1972  totals  $16,540.56.  Of  this  total  $14,- 
693.72  represents  contributions  from  physicians 
and  the  Woman’s  Auxiliary  designated  for  the 
University;  the  other  $1,846.84  represents  the 
University’s  share  of  undesignated  contributions 
to  AMA-ERF.  Your  committee  would  like  to 
note  that  this  1972  AMA-ERF  contribution  rep- 
resents the  largest  in  the  history  of  the  pro- 
gram in  Mississippi.  Also,  we  note  with  a great 
degree  of  pride  that  out  of  some  ninety-five  med- 
ical schools  our  University  of  Mississippi  School 
of  Medicine  is  among  the  “Top  Ten”  in  contribu- 
tions from  its  alumni  and  friends  during  1972. 

Presentation  of  UMC  Contribution.  At  this 


time  I ask  the  president  of  the  University  of  Mis- 
sissippi Medical  Alumni,  Dr.  Bobby  F.  King,  and 
the  Dean  of  our  University  of  Mississippi  School 
of  Medicine,  Dr.  Blount,  to  come  forward  for 
presentation  of  the  1972  AMA-ERF  contribu- 
tion, a check  in  the  amount  of  $16,540.56. 

REPORT  OF  THE  REFERENCE  COMMITTEE 
ON  MISCELLANEOUS  BUSINESS 

Your  committee  considered  the  report  of  the 
Committee  on  AMA-ERF  as  presented  by  its 
Chairman,  Dr.  Raymond  F.  Grenfell.  We  com- 
mend the  committee,  the  Woman’s  Auxiliary,  and 
the  Ole  Miss  Medical  Alumni  Association  for 
their  efforts  in  soliciting  the  largest  AMA-ERF 
contribution  in  the  history  of  the  program  in  our 
state. 

The  report  of  the  reference  committee  was 
adopted. 

AUXILIARY  OFFICERS 

The  speaker  presented  Mesdames  Clarence  H. 
Webb,  Jr.,  of  Jackson,  1972-73  president  of  the 
Woman's  Auxiliary  to  the  Mississippi  State  Med- 
ical Association,  and  W.  H.  Preston,  Jr.,  of 
Booneville,  1973-74  president,  who  addressed  the 
House  of  Delegates.  The  announcement  was  made 
that  Mrs.  John  M.  McRae  of  Laurel  is  the  new 
president-elect  of  the  woman’s  group. 

1973  MSMA-ROBINS  AWARD 

President  Jenkins  presented  the  1973  Missis- 
sippi State  Medical  Association-Robins  Award 
to  Dr.  William  A.  Long,  Jr.,  of  Jackson  for  out- 
standing community  service  by  a physician.  Dr. 
Long,  a specialist  in  adolescent  medicine,  was 
cited  for  his  work  with  the  Youth  Crisis  Center 
and  in  the  area  of  drug  abuse  education.  Mr.  Wil- 
lard Duvall  from  the  A.  H.  Robins  Company  as- 
sisted Dr.  Jenkins  in  the  presentation  of  the 
award,  an  engraved  plaque. 

SCIENTIFIC  EXHIBIT  AWARDS 

Dr.  Raymond  S.  Martin,  Jr.,  of  Jackson,  chair- 
man of  the  Council  on  Scientific  Assembly,  pre- 
sented the  Aesculapius  Award,  an  engraved 
wooden  plaque,  to  Drs.  Richard  C.  Miller  and 
Patricia  Moynihan  of  the  University  Medical  Cen- 
ter for  the  best  scientific  exhibit  by  a member  or 
members  of  the  association,  “Intravenous  Nutri- 
tion.” 

The  second  place  award  in  this  category,  also 
an  engraved  plaque,  was  presented  to  Dr.  Robert 
L.  Abney,  III,  of  Jackson  for  his  exhibit,  “Care 
of  Infants  with  Congenital  Heart  Disease.” 

The  Mississippi  State  Medical  Association  Sci- 
entific Achievement  Award,  a bronze  medallion. 
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given  for  the  best  scientific  exhibit  by  nonmem- 
ber, out-of-state  guests,  was  awarded  to  Drs. 
Hector  S.  Howard,  H.  Edward  Garrett,  J.  T.  Da- 
vis, Jr.,  and  Charles  V.  Stewart  of  Memphis  for 
their  exhibit,  “Surgery  for  the  Prevention  and 
Treatment  of  Stroke.’’ 

Dr.  Martin  also  gave  honorable  mentions  to  the 
following  exhibits:  “Surgery  for  the  Heart  At- 
tack,” by  Drs.  Akio  Suzuki  and  James  D.  Hardy 
of  the  University  Medical  Center;  “Aorto-Coro- 
nary  Bypass  Surgery  for  the  Relief  of  Angina  Pec- 
toris,” by  Dr.  Thomas  L.  Kilgore  of  Jackson; 
“Charnley  Total  Hip  Replacement,”  by  Drs.  John 
G.  Caden  and  Clyde  X.  Copeland,  Jr.,  of  Jack- 
son;  “Serous  Otitis  Media,”  by  the  Ear,  Nose  and 
Throat  Surgical  Group,  P.A.  of  Jackson;  and 
“University  of  Alabama  Maxillofacial  Prosthetics 
Treatment  and  Training  Center,”  by  Dr.  Iradj 
Sooudi  of  Birmingham. 

Dr.  Martin  announced  that  certificates  of  merit 
would  be  presented  to  all  scientific  exhibitors  and 
he  also  expressed  appreciation  for  the  37  tech- 
nical exhibits  at  the  105th  Annual  Session  and 
five  scientific  grants.  He  noted  that  there  had  been 
an  increase  in  attendance  and  in  scientific  and 
technical  exhibits  at  the  105th  Annual  Session. 

SPECIAL  ADDRESS 

Dr.  J.  Dan  Mitchell  of  Jackson  asked  and  re- 
ceived the  unanimous  consent  of  the  House  of 
Delegates  for  Mr.  Fred  Andre,  field  representative 
of  the  AMA,  to  address  the  House  on  AMPAC 
activities. 

SPECIAL  MEETING  OF  THE  MISSISSIPPI 
FOUNDATION  FOR  MEDICAL  CARE 

The  chair  declared  adjournment  of  the  House 
of  Delegates  for  the  second  annual  meeting  of  the 
Mississippi  Foundation  for  Medical  Care.  Dr. 
J.  T.  Davis  of  Corinth,  MFMC  president,  pre- 
sented the  Constitution  and  By-Laws  to  the  foun- 
dation members  for  approval.  On  motion  by  Dr. 
Guy  T.  Vise  of  Meridian,  seconded  by  Dr.  Walter 
Rose  of  Indianola,  and  passed  by  vote  of  the 
House,  the  Constitution  and  Bylaws  were  adopt- 
ed. Dr.  Gerald  P.  Gable  of  Hattiesburg  and  Dr. 
Davis  presented  reports  on  the  status  of  MFMC 
activities.  Said  reports  were  previously  published 
in  the  April  and  May  issues  of  the  Journal 
MSMA.  On  motion  by  Dr.  John  B.  Howell  of 
Canton,  seconded  by  Dr.  Vise,  the  meeting  of  the 
foundation  was  adjourned. 

RESOLUTION  NO.  1,  IN  MEMORIAM 

Dr.  Raymond  S.  Martin,  Jr.: 

Whereas,  There  are  absent  from  among  our 
numbers  23  members  who  have  been  called  by 


Divine  Providence  since  the  104th  Annual  Ses- 
sion; and 

Whereas.  Although  we  are  grieved  by  the 
passing  of  these  beloved  colleagues  and  friends, 
we  are  inspired  by  their  lives  of  service  and  pro- 
fessional attainment;  and 

Whereas,  This  expression  of  our  grief,  deep 
affection,  and  respect  should  be  recorded  per- 
manently among  official  records  of  the  Mississippi 
State  Medical  Association,  now  therefore,  be  it 
Resolved,  That  this  House  of  Delegates  does 
mourn  the  passing  of  the  following  esteemed  col- 
leagues: 

William  L.  Anderson,  Southaven,  July  6,  1972 
Terry  Lee  Bennett,  Meridian,  May  15,  1972 
Caesar  B.  Christian,  Jackson,  June  9,  1972 
Filo  B.  Coats,  Hardy,  September  19,  1972 
Edward  A.  Copeland,  Jackson,  December  15, 
1972 

William  H.  Dawkins,  Whitfield,  October  19,  1972 
James  B.  Dillard,  Vicksburg,  May  5,  1972 
Emma  Von  Gay,  Biloxi,  August  28,  1972 
William  A.  D.  James,  Midnight,  November  14, 
1972 

John  S.  Laird,  Union,  February  26,  1973 
James  L.  Lowry,  Jr.,  Mound  Bayou,  August  1, 
1972 

Thomas  E.  Magee,  Gulfport,  July  30,  1972 
Edwin  M.  Meek,  Greenwood,  January  25,  1973 
Mohamed  Mobarak,  Jackson,  November  1,  1972 
Chester  C.  Moe,  Richton,  April  6,  1973 
Stanley  L.  Pharr,  Booneville,  January  10,  1973 

D.  A.  Ratliff,  Columbia,  February  27,  1973 
William  W.  Reynolds,  Jr.,  Biloxi,  September  6, 

1972 

E.  W.  Ryan,  Charleston,  October  1,  1972 
Robert  P.  Sayle,  Dundee,  July  12,  1972 
Leo  O.  Stewart,  Pascagoula,  July  25,  1972 
Albert  G.  Tillman,  Gulfport,  July  26,  1972 
Sharkey  Wolfe,  Greenville,  May  17,  1972 

ACTION  OF  THE  HOUSE  OF  DELEGATES 

Without  objection.  Resolution  No.  1 was  acted 
upon  without  referral  and  adopted  by  the  House 
of  Delegates  with  all  present  standing  in  silent 
tribute. 

RESOLUTION  NO.  2,  COMPOSITION  OF  THE 
MSMA  BOARD  OF  TRUSTEES 

Dr.  Tom  H.  Mitchell:  Whereas,  The  Missis- 
sippi State  Medical  Association  (hereinafter  re- 
ferred to  as  MSMA ) advances  the  medical  pro- 
fession and  sets  high  ethical  and  moral  standards 
for  physicians;  and 

Whereas,  The  MSMA  represents  organized 
medicine  in  Mississippi  and  its  actions  vitally  af- 
fect every  physician,  especially  in  the  areas  of  fed- 

371 


AUGUST  1973 


erally  enforced  "Peer  Reviews”;  and 

Whereas.  Section  IX  of  the  MSMA  Constitu- 
tion created  a Board  of  Trustees;  and 

Whereas.  "The  Board  of  Trustees  shall  be  the 
Executive  and  Governing  Board  of  the  Associa- 
tion . . .”  ( MSMA  Constitution,  Section  IX ) ; and 

Whereas.  Each  of  the  nine  men  on  the  Board 
of  Trustees  has  equal  voting  rights,  equal  ex- 
ecutive and  other  great  powers  over  the  MSMA; 
and 

Whereas,  That  Trustee  of  District  4 represents 
only  32  MSMA  members,  whereas  that  Trustee 
of  District  5 represents  446  MSMA  members; 
and 

Whereas,  Similar,  but  less  pronounced,  ex- 
amples of  unequal  membership  representation  oc- 
curs in  other  Trustee  Districts,  now  therefore  let 
it  be 

Resolved,  That  such  obvious  inequalities  create 
obstacles  to  the  proper  function  and  member 
rights  of  a democratic,  scientific  organization, 
such  as  the  MSMA;  and  be  it 

Resolved  Further,  That  Section  VIII,  article 
8 of  the  MSMA  Constitution  be  amended  to  pro- 
vide that  all  Trustee  Districts  shall  include  sub- 
stantially equal  numbers  of  MSMA  members;  and 
be  it 

Resolved  Further,  That  the  West  Mississippi 
Medical  Society  direct  its  MSMA  House  Delegate 
to  introduce  this  resolution,  after  first  pre-filing 
it  with  the  Executive  Director  of  the  MSMA,  at 
the  upcoming  MSMA  House  of  Delegates’  meet- 
ing to  be  held  in  Biloxi,  Mississippi,  April  30- 
May  3,  1973. 

REPORT  OF  THE  COUNCIL  ON 
CONSTITUTION  AND  BY-LAWS 

Your  reference  committee  considered  Resolu- 
tion No.  2 introduced  by  Dr.  Tom  H.  Mitchell, 
Delegate  from  West  Mississippi  Medical  Society, 
in  behalf  of  the  West  Mississippi  Medical  Society. 
This  resolution  states: 

“ Resolved , That  such  obvious  inequalities  cre- 
ate obstacles  to  the  proper  function  and  member 
rights  of  a democratic,  scientific  organization, 
such  as  the  MSMA,  and  be  it 

“ Resolved  Further,  That  Section  VIII,  article  8 
of  the  MSMA  Constitution  be  amended  to  pro- 
vide that  all  Trustee  Districts  shall  include  sub- 
stantially equal  numbers  of  MSMA  members;  and 
be  it 

"Resolved  Further,  That  the  West  Mississippi 
Medical  Society  direct  its  MSMA  House  Dele- 
gate to  introduce  this  resolution,  after  first  pre- 
filing it  with  the  Executive  Director  of  the 


MSMA,  at  the  upcoming  MSMA  House  of  Dele- 
gates meeting  to  be  held  in  Biloxi,  Mississippi, 
April  30-May  3,  1973.” 

Your  reference  committee  considered  this  reso- 
lution along  with  Resolution  No.  1 1 and  Recom- 
mendation No.  4 in  the  President’s  address.  The 
overwhelming  majority  of  persons  appearing  be- 
fore your  reference  committee  were  in  favor  of 
re-aligning  our  present  trustee  districts  so  that 
they  contain  substantially  equal  numbers  of 
MSMA  members.  Your  reference  committee  be- 
lieves that  this  is  a project  that  will  require  careful 
study  and  evaluation.  We,  therefore,  recommend 
that  an  ad  hoc  committee  of  the  House  of  Dele- 
gates be  formed  to  study  realignment  of  the  nine 
association  districts  to  more  equitably  divide  the 
districts  as  to  number  of  physician  members.  Said 
committee  is  to  report  back  with  concrete  sugges- 
tions to  the  1974  House  of  Delegates. 

The  motion  was  made  by  Dr.  Ellis  Moffitt  and 
seconded  by  Dr.  S.  H.  McDonnieal,  and  passed 
that  the  last  sentence  be  changed  to  read,  “We, 
further  recommend  that  said  ad  hoc  committee 
return  with  a definitive  plan  for  implementing  the 
re-districting  of  the  trustee  districts  at  the  106th 
Annual  Session  of  the  association.” 

The  report  of  the  reference  committee  was 
adopted  as  amended. 

RESOLUTION  NO.  3.  NURSING  PRACTICE  ACT 

Dr.  Tom  FI.  Mitchell:  Whereas,  Section  8806- 
10  (a)  (2)  Mississippi  Code  of  1942  states  that 
qualifications  of  an  applicant  for  licensure  as  a 
registered  nurse  must  be  “a  citizen  of  the  United 
States  or  has  legally  declared  the  intention  of  be- 
coming a citizen  or  has  been  legally  resident  in 
the  United  States  for  at  least  one  ( 1 ) year,”  and 
Whereas,  There  are  constructive  and  meritori- 
ous efforts  to  recruit  nurses  who  are  citizens  of 
other  countries  in  an  effort  to  relieve  the  shortage 
of  nursing  personnel  in  our  State,  and 

Whereas,  There  is  often  an  inability  for 
foreign  nurses  to  adequately  understand  the  En- 
glish language  and  medical  terminology  sufficient- 
ly at  the  time  of  entering  the  United  States,  and 
Whereas,  Studies  have  shown  that  the  foreign 
nurse  does  better  on  state  nursing  board  examina- 
tions after  a year  of  adjustment,  orientation, 
study  and  clinical  experience  in  the  United  States, 
and 

Whereas,  There  are  cogent  legal  and  ethical 
reasons  for  maintaining  a standard  of  nursing 
care,  now  therefore  be  it 

Resolved,  That  the  Mississippi  State  Medical 
Association  does  indicate  its  appreciation  and 
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support  for  the  Mississippi  Board  of  Nursing  in 
its  application  of  Section  8806-10  (a)  (2),  Mis- 
sissippi Code  of  1942,  dealing  with  citizenship 
and  residence  of  applicants  for  licensure. 

REPORT  OF  THE  REFERENCE  COMMITTEE 
ON  MEDICAL  PRACTICES 

Your  reference  committee  considered  Resolu- 
tion No.  3 introduced  by  Dr.  Tom  H.  Mitchell, 
Delegate  from  West  Mississippi  Medical  Society. 
The  resolution  states: 

“ Resolved , That  the  Mississippi  State  Medical 
Association  does  indicate  its  appreciation  and 
support  for  the  Mississippi  Board  of  Nursing  in 
its  application  of  Section  8806-10  (a)  (2),  Mis- 
sissippi Code  of  1942,  dealing  with  citizenship 
and  residence  of  applicants  for  licensure  (as  reg- 
istered nurses).” 

Your  reference  committee  concurs  with  the  in- 
tent of  this  resolution  but  recommends  that  it 
be  amended  as  follows  to  indicate  our  support  for 
the  intent  of  this  law  only  since  we  have  no  day 
to  day  knowledge  of  how  the  law  is  being  ap- 
plied: 

Resolved,  That  the  Mississippi  State  Medical 
Association  does  indicate  its  appreciation  and 
support  of  Section  8806-10  (a)  (2),  Mississippi 
Code  of  1942,  dealing  with  citizenship  and  resi- 
dence of  applicants  for  licensure  (as  registered 
nurses). 

The  report  of  the  reference  committee  was 
adopted. 

RESOLUTION  NO.  4.  DISCRIMINATION 
UNDER  MEDICARE 

Dr.  Donald  R.  Ellis:  Whereas,  From  its  incep- 
tion the  Medicare  program  committed  itself  to  the 
physicians  of  this  country  to  pay  usual  and  cus- 
tomary fees  for  medical  services  to  eligible  indi- 
viduals; and 

Whereas,  The  overwhelming  majority  of  phy- 
sicians in  Mississippi  accepted  this  commitment 
in  good  faith  and  provided  the  professional  ser- 
vices promised  to  these  people;  and 

Whereas,  The  Travelers  Insurance  Companies 
of  America  as  intermediary  agent  for  part  B Medi- 
care in  Mississippi,  has  arbitrarily  and  with  utter 
disregard  for  the  physician  concerned,  established 
two  areas  for  determining  prevailing  fees;  and 

Whereas,  The  significantly  different  prevailing 
fees  established  by  Travelers  deny  the  elderly 
citizen  of  most  of  Mississippi  the  benefits  provid- 
ed for  them  by  Congress;  and 

Whereas,  This  arbitrary  act  by  Travelers  will 


make  it  even  more  difficult  for  the  rural  area  of 
the  state  to  obtain  the  physicians  they  so  desper- 
ately need; 

Whereas,  Faith,  trust  and  respect  for  his  phy- 
sician is  essential  to  the  most  effective  medical 
care;  and 

Whereas,  The  arbitrarily  altering  and  innum- 
erable errors  on  the  part  of  Travelers,  with  in- 
sulting notifications  to  the  patient  that  his  physi- 
cian has  overcharged  him  unjustly  destroys  the 
patient’s  faith  and  trust  in  his  physician;  and 

Whereas,  In  the  seven  years  of  Medicare  only 
totally  ineffective  efforts  have  been  made  by  our 
society  to  correct  this  discriminating  action 
against  so  many  of  its  dues  paying  members;  now 

Therefore,  Be  It  Resolved,  That  the  Mississippi 
State  Medical  Association  immediately  take  legal 
action  as  a class  action  for  the  members  of  the 
association  and  the  elderly  members  of  the  state 
against  Travelers  Insurance  Company  of  America 
to  stop  this  discrimination  against  and  unneces- 
sary interfering  into  the  effectiveness  of  the  med- 
ical care  provided  for  the  elderly  citizens  of  this 
state  by  so  many  of  the  members  of  this  society. 

REPORT  OF  THE  REFERENCE  COMMITTEE 
ON  REPORTS  OF  OFFICERS  AND 
BOARD  OF  TRUSTEES 

Your  reference  committee  considered  Resolu- 
tion No.  4,  Discrimination  Under  Medicare,  in- 
troduced by  Dr.  Donald  R.  Ellis,  Delegate  from 
Clarksdale  and  Six  Counties  Medical  Society,  in 
behalf  of  the  Clarksdale  and  Six  Counties  Med- 
ical Society.  This  resolution  states: 

“ Therefore , Be  It  Resolved,  That  the  Mississip- 
pi State  Medical  Association  immediately  take 
legal  action  as  a class  action  for  the  members  of 
the  association  and  the  elderly  members  of  the 
state  against  Travelers  Insurance  Company  of 
America  to  stop  this  discrimination  against  and 
unnecessary  interfering  into  the  effectiveness  of 
the  medical  care  provided  for  the  elderly  citizens 
of  this  state  by  so  many  of  the  members  of  this 
society.” 

Your  reference  committee  is  sympathetic  to  the 
many  problems  that  physicians  and  their  patients 
have  had  in  dealing  with  the  Medicare  program. 
It  was  brought  to  your  reference  committee’s  at- 
tention that  it  would  be  legally  impossible  for 
your  association,  a non-profit,  professional  socie- 
ty of  physicians,  to  seek  the  legal  action  requested 
by  Resolution  No.  4.  We,  therefore,  recommend 
that  the  resolution  be  not  adopted. 

The  report  of  the  reference  committee  was 
adopted. 
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RESOLUTION  NO.  5,  INFORMATION  TO 

MSMA  MEMBERS 

Dr.  Donald  R.  Ellis:  Whereas,  The  effective- 
ness of  any  group  is  determined  by  the  extent  to 
which  its  individual  members  participate  in  its  ac- 
tivities; and 

Whereas,  An  individual’s  participation  in  a 
group  is  determined  by  the  extent  to  which  he  is 
informed  of  the  purposes,  goals,  and  activities  of 
various  parts  of  the  group;  and 

Whereas,  The  weekly  legislative  report  issued 
by  the  association  has  done  an  outstanding  job 
in  this  area;  and 

Whereas,  There  is  too  often  a feeling  of  iso- 
lation and  non-involvement  in  association  activ- 
ities by  many  of  its  members;  now 

Therefore,  Be  It  Resolved,  That  the  existing 
legislative  report  be  used  as  a method  of  inform- 
ing all  members  of  the  association  of  the  events 
occurring  at  all  meetings  during  the  year. 

REPORT  OF  THE  REFERENCE  COMMITTEE 
ON  REPORTS  OF  OFFICERS  AND 
BOARD  OF  TRUSTEES 

Your  reference  committee  considered  Resolu- 
tion No.  5,  Information  to  MSMA  Members,  in- 
troduced by  Dr.  Donald  R.  Ellis,  Delegate  from 
Clarksdale  and  Six  Counties  Medical  Society,  in 
behalf  of  the  Clarksdale  and  Six  Counties  Med- 
ical Society.  This  resolution  states: 

“ Therefore , Be  It  Resolved,  That  the  existing 
legislative  report  be  used  as  a method  of  inform- 
ing all  members  of  the  association  of  the  events 
occurring  at  all  meetings  during  the  year.” 

The  Executive  Secretary  has  informed  the  com- 
mittee that  the  existing  legislative  report  will  be 
expanded  to  include  the  information  requested 
in  Resolution  No.  5.  With  this  in  mind,  we  rec- 
ommend adoption  of  Resolution  No.  5. 

The  report  of  the  reference  committee  was 
adopted. 

RESOLUTION  NO.  6,  PRINCIPLES  FOR 
IMPLEMENTING  H R. I 

Dr.  Donald  R.  Ellis:  Whereas,  The  primary 
interest  and  responsibility  of  the  members  of  the 
Clarksdale  and  Six  Counties  Medical  Society  and 
the  Mississippi  State  Medical  Association  is  the 
best  possible  medical  care  for  all  the  citizens  of 
our  area  and  the  entire  state  of  Mississippi;  and 

Whereas,  We  firmly  believe  that  the  over- 
whelming majority  of  the  physicians  of  this  state 
are  honest,  dedicated,  and  truly  concerned  about 
the  patients  in  their  care,  and  the  exception  to 
this  is  rare;  and 


Whereas,  We  feel  that  all  attitudes  and  ac- 
tions of  our  association  should  proceed  from  the 
basic  truth  that  the  above  premises  are  true;  and 
Whereas,  There  appears  to  be  a concentrated 
effort  on  the  part  of  many  groups  to  convince  the 
public  and  even  part  of  our  profession  that  the 
average  physician  is  incompetent  and  should  have 
every  act  checked  and  double-checked  by  others 
(even  by  paramedical,  secretarial,  and  nursing 
personnel),  that  he  is  concerned  only  about  mon- 
ey, that  organized  medicine  has  deliberately  sab- 
otaged the  health  care  of  our  citizens;  and 

Whereas,  As  basic  criticisms  from  different 
groups  are  basically  that  either  medical  care  is  not 
available  to  people  who  need  it  or  else  that  med- 
ical care  costs  are  exorbitant  and  unjustified;  and 
Whereas,  All  recent  emphasis  on  unnecessary 
checking  and  double-checking  and  funds  spent 
on  inadequate  training  of  para-professionals  tends 
either  to  decrease  the  quality  of  care  given  or  de- 
crease the  efficiency  and  available  time  for  ade- 
quately trained  physicians  to  provide  the  type  of 
care  we  wish  our  patients  to  have;  and 

Whereas,  All  the  pressure  on  our  profession 
is  to  give  the  lay  individuals  exact  figures  and  cri- 
teria whereby  they  can  control  this  profession 
with  averages  of  mediocrity;  and 

Whereas,  HR-I  specifically  states  that  profes- 
sional services  can  be  reviewed  only  by  physicians 
and  that  the  majority  of  the  physicians  in  any 
area  can  eliminate  any  undesired  reviewing  or- 
ganization or  group;  now 

Therefore,  Be  It  Resolved,  That  the  Mississip- 
pi State  Medical  Association  and  its  members  as 
they  implement  HR-I  have  the  following  prin- 
ciples that  must  not  be  violated; 

First:  That  whatever  action  that  is  taken  or  en- 
dorsed must  improve  the  quality  of  medical  care. 

Second:  That  no  irrelevant  facts  or  figures  be 
presented  in  such  a way  that  they  can  be  used  to 
control  the  care  of  the  patient  so  that  he  receives 
inadequate  and  inappropriate  care; 

Third:  That  all  differences  between  physician 
and  third-parties  be  resolved  to  the  satisfaction 
of  both  before  the  patient  is  involved  with  real 
and  implied  criticism  of  the  physician. 

Fourth:  That  no  action  be  taken  or  permitted 
that  would  further  restrict  the  right  of  the  physi- 
cian or  limit  his  practice  to  the  detriment  of  the 
health  or  financial  embarrassment  of  his  patient. 

Fifth:  Be  constantly  aware  that  in  guaranteeing 
a maximum  permissible  fee  to  third  party  carriers 
without  insisting  that  it  also  be  the  minimal  fee 
will  result  only  in  added  profit  for  the  carrier  at 
the  expense  of  the  patient  and  the  physician. 
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REPORT  OF  THE  REFERENCE  COMMITTEE 
ON  REPORTS  OF  OFFICERS  AND 
BOARD  OF  TRUSTEES 

Your  reference  committee  considered  Resolu- 
tion No.  6,  Principles  for  Implementing  HR-I,  in- 
troduced by  Dr.  Donald  R.  Ellis,  Delegate  from 
Clarksdale  and  Six  Counties  Medical  Society,  in 
behalf  of  the  Clarksdale  and  Six  Counties  Med- 
ical Society,  which  states: 

“ Therefore , Be  It  Resolved,  That  the  Missis- 
sippi State  Medical  Association  and  its  members 
as  they  implement  HR-I  have  the  following  prin- 
ciples that  must  not  be  violated: 

First:  That  whatever  action  that  is  taken  or  en- 
dorsed must  improve  the  quality  of  medical  care. 

Second:  That  no  irrelevant  facts  or  figures  be 
presented  in  such  a way  that  they  can  be  used  to 
control  the  care  of  the  patient  so  that  he  receives 
inadequate  and  inappropriate  care. 

Third:  That  all  differences  between  physician 
and  third-parties  be  resolved  to  the  satisfaction 
of  both  before  the  patient  is  involved  with  real 
and  implied  criticism  of  the  physician. 

Fourth:  That  no  action  be  taken  or  permitted 
that  would  further  restrict  the  right  of  the  physi- 
cian or  limit  his  practice  to  the  detriment  of  the 
health  or  financial  embarrassment  of  his  patient. 

Fifth:  Be  constantly  aware  that  in  guaranteeing 
a maximum  permissible  fee  to  third  party  car- 
riers without  insisting  that  it  also  be  the  minimal 
fee  will  result  only  in  added  profit  for  the  carrier 
at  the  expense  of  the  patient  and  the  physician.” 

Your  reference  committee  studied  this  resolu- 
tion with  great  interest  and  we  heard  much  dis- 
cussion about  it.  Recognizing  that  HR-I  (Public 
Law  92-603)  is  now  the  law  of  the  land  and  that 
we  are  citizens  of  this  land,  we  are  reluctant  to 
give  any  impression  that  we  will  not  obey  the  law. 
We,  therefore,  recommend  that  Resolution  No. 
6 be  adopted  as  guiding  principles  for  the  asso- 
ciation to  seek  in  the  implementation  of  this  un- 
palatable law. 

The  report  of  the  reference  committee  was 
adopted. 

RESOLUTION  NO.  7,  SUPPORT  FOR 

MEDICREDIT 

Dr.  C.  D.  Taylor,  Jr.:  Whereas,  There  is  in- 
creasing concern  in  the  Congress  and  by  the  pub- 
lic about  the  enactment  of  any  program  for  na- 
tional health  insurance;  and 

Whereas,  Many  proposals  for  national  health 
insurance  have  been  introduced  in  the  Congress; 
and 

Whereas,  The  medical  profession  is  concerned 
for  the  continued  development  of  quality  medical 


care  and  for  the  availability  to  all  persons  of  in- 
surance protection  providing  comprehensive 
health  care  benefits;  and 

Whereas,  The  medical  profession  believes  that 
any  national  program  should  build  upon  the 
strengths  of  our  present  system  of  health  care  de- 
livery, without  detrimental  and  radical  restructur- 
ing, but  offering  a variety  or  pluralistic  means  of 
health  care  delivery;  and 

Whereas,  One  bill  introduced  in  the  Congress 
and  known  as  Medicredit  (S.4444  and  H.R. 
2222),  formulated  by  the  American  Medical  As- 
sociation, embodies  beneficial  and  essential  prin- 
ciples which  should  be  embraced  within  a pro- 
gram for  national  health  insurance;  therefore  be 
it 

Resolved,  That  the  Mississippi  State  Medical 
Association  does  hereby  endorse  the  Medicredit 
program  and  does  further  recommend  that  the 
following  basic  Medicredit  concepts  be  consid- 
ered in  any  national  health  insurance: 

That  individuals  should  have  available  to  them 
insurance  protection,  underwritten  by  risk  bear- 
ing insurance  companies,  providing  comprehen- 
sive basic  health  protection  and  also  including 
protection  against  the  catastrophic  costs  of  illness; 

That  pluralistic  means  of  health  care  delivery 
should  be  afforded,  with  the  individual  having  the 
freedom  of  receiving  care  from  qualified  providers 
of  his  choice; 

That  any  federal  funding  should  be  provided 
through  general  revenues,  with  government  sub- 
sidy or  assistance  related  to  the  individual’s  abil- 
ity to  pay; 

That  cost  sharing  by  the  beneficiary,  while  fos- 
tering individual  responsibility,  should  be  reason- 
able and  not  act  to  prevent  access  to  health  care; 

That  insurance  policies  or  plans  be  qualified 
by  appropriate  governmental  regulatory  bodies; 
and  be  it  further 

Resolved,  That  this  Medicredit  endorsement 
and  support  for  basic  Medicredit  principles  be 
communicated  to  appropriate  members  of  the 
Congress  including  members  of  the  House  Ways 
and  Means  Committee  and  the  Senate  Committee 
on  Finance. 

REPORT  OF  THE  REFERENCE  COMMITTEE 
ON  REPORTS  OF  OFFICERS  AND 
BOARD  OF  TRUSTEES 

Your  reference  committee  considered  Resolu- 
tion No.  7,  introduced  by  Dr.  C.  D.  Taylor,  chair- 
man, Council  on  Legislation,  which  states: 

“ Resolved , That  this  Medicredit  endorsement 
and  support  for  basic  Medicredit  principles  be 
communicated  to  appropriate  members  of  the 
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Congress  including  members  of  the  House  Ways 
and  Means  Committee  and  the  Senate  Committee 
on  Finance.” 

This  resolution  seeks  the  association’s  contin- 
ued endorsement  and  support  for  the  Medicredit 
bill  sponsored  by  the  American  Medical  Associa- 
tion. We  concur  with  this  resolution  and  recom- 
mend its  adoption. 

The  report  of  the  reference  committee  was 
adopted. 

RESOLUTION  NO.  8,  PEER  REVIEW 

Dr.  G.  Swink  Hicks:  Whereas,  Our  Mississip- 
pi State  Medical  Association  has  acted  to  indicate 
its  support  of  a peer  review  program;  and 

Whereas,  Peer  review  is  concerned  with  both 
the  quality  of  medical  care  and  its  cost;  and 

Whereas,  It  is  apparent  from  data  brought  to 
the  attention  of  our  Peer  Review  Committee  that 
many  third  party  payors  do  not  understand  the 
total  peer  review  concept  of  concern  for  both 
quality  and  cost  of  health  care;  and 

Whereas,  Recent  data  concerning  the  activi- 
ties of  our  Peer  Review  Committee  reveals  that 
all  cases  handled  by  the  committee  came  from 
third  party  payors  and  most  concerned  questions 
of  health  care  cost;  and 

Whereas,  It  is  evident  from  data  brought  to 
the  attention  of  our  Peer  Review  Committee  that 
many  physicians  do  not  realize  that  the  peer  re- 
view concept  includes  acting  in  their  behalf,  when 
requested,  to  resolve  their  differences  with  third 
party  payors  concerning  health  care  cost  and 
quality  determinations  made  by  such  third  party 
payors;  and 

Whereas,  There  is  apparently  a great  need  for 
further  information  concerning  the  peer  review 
concept  to  be  furnished  to  both  physicians  and 
third  party  payors;  now  therefore  be  it 

Resolved,  That  the  Peer  Review  Committee 
implement  a concerted  informational  program  for 
physicians  through  our  Journal  MSMA  and  oth- 
er communication  mechanisms  to  inform  physi- 
cians regarding  the  total  peer  review  concept  and 
to  encourage  them  to  submit  grievances  they  have 
concerning  quality  and  fee  determinations  made 
by  third  party  payors;  and  be  it 

Resolved  Further,  That  educational  materials 
concerning  the  total  peer  review  concept  be  fur- 
nished to  all  third  party  payors  seeking  to  utilize 
the  services  of  the  peer  review  mechanism. 

REPORT  OF  THE  REFERENCE  COMMITTEE 
ON  REPORTS  OF  OFFICERS  AND 
BOARD  OF  TRUSTEES 

Your  reference  committee  considered  Resolu- 


tion No.  8,  Peer  Review,  introduced  by  Dr. 
G.  Swink  Hicks,  Delegate  to  AMA,  in  behalf  of 
the  Adams  County  Medical  Society,  which  states: 

“ Resolved , That  the  Peer  Review  Committee 
implement  a concerted  informational  program  for 
physicians  through  our  Journal  MSMA  and  oth- 
er communication  mechanisms  to  inform  physi- 
cians regarding  the  total  peer  review  concept  and 
to  encourage  them  to  submit  grievances  they  have 
concerning  quality  and  fee  determinations  made 
by  third  party  payors;  and  be  it 

“ Resolved  Further,  That  educational  materials 
concerning  the  total  peer  review  concept  be  fur- 
nished to  all  third  party  payors  seeking  to  utilize 
the  services  of  the  peer  review  mechanism.” 

Your  reference  committee  feels  that  physicians 
in  the  state  should  be  notified  in  every  way  feasi- 
ble to  submit  grievances  they  have  concerning  fee 
determinations  made  by  third  party  payors.  It  is 
felt  that  peer  review  should  be  a “two-way  street” 
and  that  physicians  should  have  access  to  the  peer 
review  mechanism  to  the  same  degree  as  third 
party  payors.  We,  therefore,  recommend  adoption 
of  Resolution  No.  8. 

The  report  of  the  reference  committee  was 
adopted. 

RESOLUTION  NO.  9,  PRISON 
HEALTH  FACILITIES 

Dr.  Jack  A.  Atkinson:  Whereas,  The  Amer- 
ican Bar  Association  and  the  American  Medical 
Association  have  joined  together  in  a program  to 
institute  and  improve  medical  and  health  services 
in  the  nation’s  correctional  institutions,  and 

Whereas,  The  National  Sheriffs’  Association 
and  the  American  Correctional  Association  are 
supporting  the  AMA’s  and  ABA’s  efforts  to  de- 
velop a program  to  improve  medical  care  and 
health  services  for  the  inmates  of  the  nation’s 
prisons,  jails  and  juvenile  detention  facilities,  and 
Whereas,  Recent  surveys  show  that  almost 
half  of  the  nation's  jails  and  prisons  have  no  med- 
ical facilities,  and 

Whereas,  The  AMA  and  the  ABA  will  be 
seeking  the  assistance  of  their  state  and  local 
components  in  a program  to  survey,  upgrade  and 
certify  local  prison  health  facilities,  now  there- 
fore be  it 

Resolved,  That  the  Mississippi  State  Medical 
Association  does  associate  itself  with  and  support 
a program  sponsored  by  the  American  Bar  Asso- 
ciation and  the  American  Medical  Association  to 
institute  and  improve  medical  and  health  services 
in  the  nation’s  prisons,  jails  and  juvenile  deten- 
tion facilities  and  be  it 

Resolved  Further,  That  copies  of  this  resolu- 
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tion  be  furnished  to  the  Mississippi  Bar  Associa- 
tion and  the  Mississippi  Sheriffs’  Association. 

REPORT  OF  THE  REFERENCE  COMMITTEE 
ON  MEDICAL  PRACTICES 

Your  reference  committee  considered  Resolu- 
tion No.  9 introduced  by  Dr.  Jack  Atkinson, 
Chairman,  Council  on  Medical  Services.  The  res- 
olution states: 

“ Resolved , That  the  Mississippi  State  Medical 
Association  does  associate  itself  with  and  sup- 
ports a program  sponsored  by  the  American  Bar 
Association  and  the  American  Medical  Associa- 
tion to  institute  and  improve  medical  and  health 
services  in  the  nation’s  prisons,  jails  and  juvenile 
detention  facilities  and  be  it 

“ Resolved  Further,  That  copies  of  this  resolu- 
tion be  furnished  to  the  Mississippi  Bar  Associa- 
tion and  the  Mississippi  Sheriffs’  Association. 

Your  reference  committee  believes  that  this  is 
a very  needed  and  worthy  endeavor  and  recom- 
mends adoption  of  Resolution  No.  9. 

The  report  of  the  reference  committee  was 
adopted. 

RESOLUTION  NO.  10.  THE  FACTS  ON 
THE  HEALTH  CARE  ECONOMY 

Dr.  James  M.  Dabbs:  Whereas,  Publicity  on 
health  care  costs  occurs  at  an  increasing  rate; 
and 

Whereas,  Such  publicity  often  fails  to  truly 
identify  the  various  components  of  the  health  care 
dollar  and  their  relationship  to  the  economy  in 
general;  and 

Whereas,  In  fact  the  physician  component  of 
the  health  care  dollar  has  decreased  from  21.6  per 
cent  of  total  health  expenditures  in  1960  to  19.0 
per  cent  of  such  expenditures  in  1971;  and 

Whereas,  Such  publicity  often  fails  to  identify 
the  increase  in  demand  for  medical  services  due 
to  enactment  of  Medicare,  Medicaid  and  other 
government  programs;  and 

Whereas,  In  fact  such  government  programs 
now  account  for  over  36.0  per  cent  of  personal 
health  care  expenditures;  and 

Whereas,  Average  physician’s  charges  for  ser- 
vices under  Medicare  have  declined  5.2  per  cent 
for  surgical  services  and  11.5  per  cent  for  med- 
ical services  since  the  program  began  in  1966; 
and 

Whereas,  Physicians’  services  under  many 
state  medicaid  programs,  including  Mississippi’s, 
are  reimbursed  under  a payment  schedule  which 
bears  no  relationship  to  reasonable  and  customary 
charges  and  is  in  fact  considerably  less  than  such 
reasonable  and  customary  charges;  and 


Whereas,  Physicians’  fees  increased  2.1  per 
cent  in  1972  which  was  below  the  2.5  per  cent 
goal  set  under  the  President’s  new  Economic  Pol- 
icy and  below  the  3.8  per  cent  general  cost  of 
living  increase  during  Phase  II;  and 

Whereas,  On  January  11,  1973,  mandatory 
wage  and  price  controls  were  suspended  for  most 
sectors  of  the  economy  except  the  health  care  sec- 
tor and  we,  as  physicians,  now  pay  for  goods  and 
services  necessary  to  conduct  our  practices  in  an 
economy  that  has  gone  rampant;  and 

Whereas,  Information  on  physicians’  incomes 
often  fails  to  identify  such  incomes  after  neces- 
sary practice  expenses  and  often  fails  to  identify 
that  the  average  physician  “work  week”  as  indi- 
cated by  Social  Security  Administration  data  is 
62  hours,  now  therefore  let  it  be 

Resolved,  That  the  Mississippi  State  Medical 
Association  bring  to  the  attention  of  our  Con- 
gressmen, state  officials  and  Legislators,  and  the 
public  these  facts  on  the  health  care  economy, 
and  be  it 

Resolved  Further,  That  we  as  individual  phy- 
sicians bring  these  facts  on  the  health  care  econ- 
omy to  the  attention  of  our  patients,  and  be  it 
Resolved  Further,  That  a copy  of  this  resolu- 
tion be  furnished  to  all  state  medical  associations 
and  they  be  respectfully  urged  to  implement  a 
similar  program  to  present  facts  on  the  health 
care  economy  to  the  citizens  of  their  respective 
states. 

REPORT  OF  THE  REFERENCE  COMMITTEE 
ON  MEDICAL  PRACTICES 

Your  reference  committee  considered  Resolu- 
tion No.  10  introduced  by  Dr.  James  M.  Dabbs, 
Delegate  from  Wayne  County.  The  resolution 
states: 

“ Resolved , That  the  Mississippi  State  Medical 
Association  bring  to  the  attention  of  our  Con- 
gressmen, state  officials  and  Legislators,  and  the 
public  these  facts  on  the  health  care  economy, 
and  be  it 

“ Resolved  Further,  That  we  as  individual  phy- 
sicians bring  these  facts  on  the  health  care  econ- 
omy to  the  attention  of  our  patients,  and  be  it 
"Resolved  Further,  That  a copy  of  this  resolu- 
tion be  furnished  to  all  state  medical  associations 
and  they  be  respectfully  urged  to  implement  a 
similar  program  to  present  facts  on  the  health 
care  economy  to  the  citizens  of  their  respective 
states.” 

Your  reference  committee  believes  that  the 
facts  on  the  health  care  economy  contained  in 
this  resolution  are  facts  that  every  physician 
should  be  discussing  with  their  patients.  As  so 
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well  stated  by  Dr.  Hoffman  in  his  speech  to  this 
House  on  Monday  . . our  image  is  made  in  our 
offices  with  our  patients.”  Your  reference  com- 
mittee recommends  adoption  of  Resolution  No. 
10  and  recommends  that  a copy  of  the  resolution 
be  directed  to  the  attention  of  each  member  of  the 
association. 

The  report  of  the  reference  committee  was 
adopted. 

RESOLUTION  NO.  11,  COMPOSITION  OF 
MSMA  BOARD  OF  TRUSTEES 

Dr.  Charles  O.  Williams:  Whereas,  The  Cen- 
tral Medical  Society  seeks  more  just  representa- 
tion on  the  Board  of  Trustees  of  the  Mississippi 
State  Medical  Association  for  its  membership 
and  the  other  physicians  of  District  5;  now  there- 
fore be  it 

Resolved,  That  Central  Medical  Society  does 
instruct  its  representatives  to  the  1973  House  of 
Delegates  to  introduce  and  support  an  amend- 
ment to  the  constitution  of  the  Mississippi  State 
Medical  Association  to  increase  the  membership 
of  the  Board  of  Trustees  from  9 to  11.  One  of  the 
newly  created  trustees  would  be  elected  from  the 
membership  of  the  West  Medical  Society  of  Dis- 
trict 5 and  the  other  newly  created  Trustee 
would  be  elected  from  the  membership  of  the 
Central  Medical  Society  of  District  5.  The  exist- 
ing trustee  would  be  elected  at  large  from  District 
5.  The  three  year  terms  of  office  for  the  Trustees 
from  District  5 are  to  be  so  arranged  that  one 
will  be  elected  annually. 

REPORT  OF  THE  COUNCIL  ON 
CONSTITUTION  AND  BY-LAWS 

Your  reference  committee  considered  Resolu- 
tion No.  1 1 introduced  by  Dr.  Charles  O.  Wil- 
liams, Delegate  from  Hinds  County,  in  behalf  of 
Central  Medical  Society.  This  resolution  states: 

“ Resolved , That  Central  Medical  Society  does 
instruct  its  representatives  to  the  1973  House  of 
Delegates  to  introduce  and  support  an  amend- 
ment to  the  constitution  of  the  Mississippi  State 
Medical  Association  to  increase  the  membership 
of  the  Board  of  Trustees  from  9 to  11.  One  of  the 
newly  created  trustees  would  be  elected  from  the 
membership  of  the  West  Mississippi  Medical  So- 
ciety of  District  5 and  the  other  newly  created 
trustee  would  be  elected  from  the  membership  of 
the  Central  Medical  Society  of  District  5.  The 
existing  trustee  would  be  elected  at  large  from 
District  5.  The  three  year  terms  of  office  for  the 
Trustees  from  District  5 are  to  be  so  arranged 
that  one  will  be  elected  annually.” 
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Your  reference  committee  recommends  that 
Resolution  No.  1 1 be  not  adopted  and  be  referred 
to  the  ad  hoc  study  committee  noted  previously. 

The  report  of  the  reference  committee  was 
adopted. 

RESOLUTION  NO.  12.  STATE  MENTAL 
HEALTH  DEPARTMENT 

Dr.  Ellis  M.  Moffilt:  Whereas,  The  Missis- 
sippi State  Medical  Association  ( 1 ) recognizes 
the  need  for  a single  state  mental  health  agency, 
and  (2)  recognizes  that  mental  health  problems, 
though  influenced  by  social,  educational,  environ- 
mental factors,  et  al,  remain  clearly  a health 
problem;  therefore,  be  it 

Resolved,  That  the  Mississippi  State  Medical 
Association  supports  the  idea  of  a department  of 
mental  health  and  takes  the  position  that  the  di- 
rector of  the  department  should  be  a qualified 
physician,  preferably  a psychiatrist,  and  be  it 
Further  Resolved,  That  the  Mississippi  Psychi- 
atric Association  urges  the  adoption  of  this  reso- 
lution and  requests  the  House  of  Delegates  of 
the  Mississippi  State  Medical  Association  to  en- 
courage members  of  the  association  to  support 
individually  to  their  respective  legislators  the  con- 
tent of  this  resolution. 

REPORT  OF  THE  REFERENCE  COMMITTEE 
ON  REPORTS  OF  OFFICERS  AND 
BOARD  OF  TRUSTEES 

Your  reference  committee  considered  Resolu- 
tion No.  12,  State  Mental  Health  Department,  in- 
troduced by  Dr.  Ellis  M.  Moffitt,  Delegate  from 
Central  Medical  Society,  at  the  request  of  the 
Mississippi  Psychiatric  Association,  which  states: 

“ Resolved , That  the  Mississippi  State  Medical 
Association  supports  the  idea  of  a department  of 
mental  health  and  takes  the  position  that  the  di- 
rector of  the  department  should  be  a qualified 
physician,  preferably  a psychiatrist,  and  be  it 
“ Further  Resolved,  That  the  Mississippi  State 
Medical  Association  urges  the  adoption  of  the 
resolution  and  requests  the  House  of  Delegates 
of  the  Mississippi  State  Medical  Association  to 
encourage  members  of  the  association  to  support 
individually  to  their  respective  legislators  the  con- 
tent of  this  resolution.” 

In  considering  this  resolution  it  was  brought 
to  your  reference  committee’s  attention  that  there 
are  at  present  three  separate  state  agencies  having 
responsibilities  in  the  mental  health  field.  The 
programs  and  activities  of  these  agencies  are 
broad  and  complex,  and  certainly  your  reference 
committee  is  not  qualified  to  state  what  is  the  best 
type  of  administrative  system  for  these  several  ac- 
tivities and  programs  based  upon  one  afternoon 
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of  hearings.  We,  therefore,  recommend  the  fol- 
lowing substitute  Resolve  clause  for  Resolution 
No.  12: 

“ Resolved , That  the  Mississippi  State  Medical 
Association  believes  that  if  a state  department  of 
mental  health  is  created,  that  the  director  of  such 
a department  should  be  a qualified  physician  and 
that  there  should  be  strong  physician  representa- 
tion on  the  department’s  governing  board.” 

The  report  of  the  reference  committee  was 
adopted  as  amended. 

OFFICIAL  ATTENDANCE 

The  official  attendance  was  announced  as  being 
834  to  include  394  members,  106  exhibitors  (25 
scientific),  86  guests,  8 medical  students,  16  resi- 
dents, 3 interns,  7 staff  and  214  Auxiliary  mem- 
bers. 

REPORT  OF  THE  REFERENCE  COMMITTEE 
ON  RULES  AND  ORDER  OF  BUSINESS 

Conduct  of  Business.  Your  reference  commit- 
tee commends  the  Speaker  and  Vice  Speaker  for 
the  outstanding  manner  in  which  they  have  con- 
ducted business  before  this  House  of  Delegates. 
We  believe  that  all  members  will  wish  to  associ- 
ate themselves  in  this  expression  of  appreciation. 

Resolution.  The  reference  committee  desires 
to  offer  the  following  resolution  for  considera- 
tion by  the  House  of  Delegates: 

Whereas,  The  105th  Annual  Session  of  the 
Mississippi  State  Medical  Association  has  been 
conducted  at  Biloxi,  Mississippi,  during  the  peri- 
od April  30-May  3,  1973,  and 

Whereas,  The  annual  session  has  been  most 
profitable  and  enjoyable  for  all  who  have  been  in 
attendance,  now,  therefore,  be  it 

Resolved,  That  expressions  of  deep  apprecia- 
tion are  made  to  the  officers.  Trustees  and  Coun- 
cil on  Scientific  Assembly  for  the  stimulating  and 
worthwhile  scientific  programs;  to  the  manage- 
ment of  the  Sheraton-Biloxi  for  splendid  services; 
to  other  participating  hotels  and  motels;  to  the 
press,  radio  and  television  for  coverage  of  our  ac- 
tivities; to  the  gracious  ladies  of  the  Auxiliary 
who  always  contribute  so  substantially  to  our 
meetings;  to  the  technical  exhibitors  and  their 
professional  representatives;  to  our  scientific  ex- 
hibitors who  have  contributed  to  our  learning 
and  instruction;  to  our  distinguished  guests,  par- 
ticularly Dr.  Charles  A.  Hoffman  of  Huntington, 
West  Virginia,  president  of  the  American  Med- 
ical Association;  and  to  all  who  have  shared  in 
the  responsibilities  of  planning,  organizing  and 
conducting  this  great  annual  session. 

Your  reference  committee  recommends  adop- 
tion of  this  resolution. 


The  report  of  the  reference  committee  was 
adopted. 

REPORT  OF  THE  ELECTION  OF  OFFICERS 
President-elect:  J.  T.  Davis,  Corinth. 

Vice  Presidents:  Whitman  B.  Johnson,  Clarks- 
dale;  William  M.  Gillespie,  Jr.,  Meridian;  and 
David  M.  Owen,  Hattiesburg. 
Secretary-Treasurer:  James  P.  Spell,  Jackson 
(1976). 

Delegate  to  AMA:  G.  Swink  Hicks,  Natchez 
(1975). 

Alternate  Delegate  to  AMA:  Stanley  A.  Hill, 
Corinth  ( 1975 ). 

Associate  Editor:  Myron  W.  Lockey,  Jackson 
(1975). 

Board  of  Trustees:  James  O.  Gilmore,  Oxford, 
District  2;  Lyne  S.  Gamble,  Greenville,  Dis- 
trict 1;  and  Robert  S.  Caldwell,  Tupelo,  Dis- 
trict 3 ( 1976). 

Council  on  Budget  and  Finance:  Walter  H.  Rose, 
Indianola,  and  Sidney  O.  Graves,  Natchez 
(1976). 

Council  on  Constitution  and  By-Laws:  Arthur  E. 

Brown,  Columbus  ( 1976). 

Judicial  Council:  James  T.  Thompson,  Moss 
Point,  District  9;  William  E.  Weems,  Laurel, 
District  7;  and  Wendell  B.  Holmes,  McComb. 
District  8 ( 1976). 

Council  on  Legislation:  Ed  Pennington,  Acker- 
man. District  4;  John  G.  Caden,  Jr.,  Jackson. 
District  5;  and  George  L.  Arrington,  Jr.,  Me- 
ridian. District  6 ( 1976). 

Council  on  Medical  Education:  Charles  N.  Floyd. 
Gulfport  ( 1976). 

Council  on  Medical  Service:  Jack  A.  Atkinson. 
Brookhaven,  District  8;  Charles  R.  Jenkins. 
Laurel,  District  7;  and  Bedford  F.  Floyd,  Jr., 
Gulfport,  District  9 ( 1976). 

State  Board  of  Health:  Benton  M.  Hilbun,  Tu- 
pelo; G.  Leroy  Howell,  Starkville;  and  Lee  H. 
Rogers,  Tupelo — Nominees  for  District  1 ; and 
L.  Stacy  Davidson,  Cleveland;  John  G.  Egger, 
Drew;  and  Donald  R.  Ellis,  Clarksdale — Nom- 
inees for  District  3. 

CLOSING  CEREMONIES 
There  being  no  further  business,  the  Speaker 
returned  the  gavel  to  President  Jenkins.  The  Oath 
of  Office  was  administered  to  Dr.  Arthur  A.  Der- 
rick, the  president-elect,  by  Dr.  J.  T.  Davis,  chair- 
man of  the  Board  of  Trustees,  after  which  Dr. 
Derrick  addressed  the  House  of  Delegates. 

Dr.  James  Grant  Thompson  of  Jackson  pre- 
sented the  Thompson  Memorial  Past  President’s 
Pin  to  Dr.  Jenkins. 

The  House  of  Delegates  was  adjourned  sine  die 
at  4: 15  o’clock  in  the  afternoon.  May  3,  1973. 
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Medical  Clinics  Assn. 
Plans  Annual  Meet 

"The  Linking  of  Education  and  Health  Care 
Delivery” — an  examination  of  the  key  elements 
in  effective  health  care — will  be  the  theme  of  the 
24th  Annual  Meeting  of  the  American  Associa- 
tion of  Medical  Clinics,  Sept.  16-20,  1973,  at  the 
Century  Plaza  Hotel,  Los  Angeles. 

The  AAMC  is  the  national  association  repre- 
senting all  forms  of  group  practice  and  group 
practice  physicians.  Delegates  from  the  10,000 
member  association  will  participate  in  general 
sessions,  committee  meetings,  workshop  groups, 
seminars  and  panel  presentations  during  the  five- 
day  convention.  Program  Chairman  is  Dr.  Loman 
C.  Trover,  a radiologist  and  medical  director  of 
the  Trover  Clinic,  Madisonville,  Ky. 

The  three  general  sessions  will  be  Education, 
Health  Manpower  and  Health  Care  Delivery. 

Keynote  speaker.  Dr.  M.  Roy  Schwarz  of  the 
University  of  Washington  School  of  Medicine,  will 
address  the  group  on  area  health  education.  Dis- 
cussion will  focus  on  the  need  for  constant  re- 
evaluation  of  medical  education  and  the  role 
group  practice  can  play  in  providing  students  a 
better  socioeconomic  understanding  of  community 
medicine. 

Health  manpower  and  the  importance  of  phy- 
sician recruitment  and  distribution  will  be  pre- 
sented by  Dr.  William  R.  Willard,  dean  of  the 
College  of  Community  Health  Sciences  at  the 
University  of  Alabama.  Emphasizing  the  critical 
relationship  of  health  manpower  and  health  edu- 
cation, the  session  will  also  direct  itself  to  a con- 
sideration of  the  present  status  of  the  allied  health 
personnel  concept. 

Dr.  Merlin  K.  DuVal,  Vice-President  for 
Health  Sciences  at  the  University  of  Arizona,  will 
discuss  health  care  delivery  and  its  importance  not 
only  to  government  and  the  general  public  but 
to  members  of  the  profession  as  well.  Stress  will 
be  given  to  the  group  practice  approach  toward 
community  and  regional  health  care  needs.  Al- 
ternative views  of  health  care  delivery  will  be 
presented  by  American  Medical  Association  presi- 
dent, Dr.  Russell  B.  Roth,  John  W.  Kauffman, 
chairman  of  The  American  Hospital  Association 
Board  of  Trustees  and  Dr.  Stanley  S.  Peterson, 
president,  American  Federation  of  Physicians  and 
Dentists. 

Multiple  workshop  sessions  on  matters  of  con- 
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cern  to  group  practice  physicians  will  be  con- 
ducted. Topics  to  be  included  are:  Allied  Health 
Manpower;  Physician  Recruitment;  Income  Dis- 
tribution and  Fringe  Benefits;  Clinic  Administra- 
tion; Medical  Records;  Medical  Auditing;  and 
Integration  of  Capitation  into  Fee-for-Service 
groups. 

In  addition  to  panel  presentations  on  Commu- 
nity Level  Medical  Education,  Patient  Education, 
Role  Expectations  of  Allied  Health  Personnel  and 
the  Impact  of  Politics  on  Medicine,  seminars  will 
be  held  for  multi  and  single  specialty  groups  to 
discuss  problems  relevant  to  various  clinic  sizes 
and  specialties. 

Other  guest  speakers  highlighting  the  conven- 
tion will  be  Dr.  William  I.  Bauer,  director  of 
Professional  Standards  Review  for  HEW  and  Dr. 
William  R.  Roy,  Democratic  Congressman  from 
Kansas  and  co-sponsor  of  the  House  of  Repre- 
sentatives’ Health  Maintenance  Organization  bill. 


Cardiology  Course 
Set  for  Houston 

A postgraduate  course  entitled,  “Coronary  Ar- 
tery Disease — 1973,”  will  be  held  at  the  Texas 
Medical  Center  in  Houston,  Oct.  3-5,  1973. 

The  course  is  sponsored  by  the  American  Heart 
Association’s  Council  on  Clinical  Cardiology, 
Baylor  College  of  Medicine,  and  its  affiliated  hos- 
pitals, in  cooperation  with  the  AHA  Texas  affili- 
ate and  its  Houston  chapter.  Drs.  Robert  J.  Luchi 
and  Henry  D.  McIntosh  are  the  course  directors. 

The  course  will  be  concerned  with  recognition 
and  therapy  of  common  cardiovascular  disorders. 
Emphasis  will  be  placed  on  the  application  of  new 
knowledge  to  diagnosis  and  treatment.  Basic  sci- 
ence concepts  as  applied  to  clinical  problems  will 
be  discussed.  Afternoon  workshops  and  panel  dis- 
cussions will  highlight  material  presented  in  the 
morning  lectures. 

Registration  fee  is  $120  for  Fellows,  Associate 
Fellows  and  members  of  AHA’s  Council  on  Clini- 
cal Cardiology,  and  $170  for  non-members.  This 
includes  luncheon,  cocktails  and  dinner  on 
Wednesday,  and  luncheon  on  Thursday  and 
Friday. 

Further  information  may  be  obtained  from 
George  E.  Stewart,  Jr.,  American  Heart  Associa- 
tion, 44  East  23rd  Street,  New  York,  N.  Y. 
10010. 
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Medical  Consent  Law 
For  Minors  Proposed 

A model  law  which  would  give  doctors  the 
right  to  treat  certain  minors — including  those 
seeking  treatment  for  pregnancy,  venereal  dis- 
ease, and  alcohol  or  drug  abuse — without  the 
consent  of  their  parents  or  guardians  has  been 
proposed  by  the  American  Academy  of  Pediat- 
rics’ Committee  on  Youth. 

The  model  act,  “drafted  with  the  purpose  of 
stimulating  all  states  of  the  union  to  review  their 
statutes  in  regard  to  minors’  consent  for  health 
services,”  appears  in  the  February  issue  of  Pediat- 
rics, the  AAP's  monthly  scientific  journal. 

The  committee  said  the  model  act  “accepts  the 
concept  that  getting  health  services  is  a basic 
right.  Also,  it  accepts  that  parents  have  their  ba- 
sic right  of  protecting  and  promoting  the  health 
and  welfare  of  their  minors.” 

“Therefore,”  the  committee  said,  “This  act  is 
a compromise  and  a balance  of  these  two  basic 
rights  in  the  conditions  specified. 

“The  goal  of  this  act  is  to  insure  that  all  minors 
can  have  quality  health  services  by  granting  the 
minors  self-consent  in  conditions  and  instances 
that  will  prevent  them  from  seeking  services  if  pa- 
rental consent  is  required  and  by  encouraging 
health  professionals  to  deliver  quality  services  to 
minors  without  incurring  legal  liability. 

“Reasonable  safeguards  and  limitations  are 
stipulated  in  this  act  to  protect  the  minors’  safety 
and  the  right  of  the  parent.  The  act  also  empha- 
sizes the  promotion  of  family  harmony  and  mi- 
nor’s maturity.” 

According  to  the  model  act,  a minor  may  give 
his  consent  for  health  services  if  he: 

is  or  ever  was  married,  has  had  a child,  or  has 
graduated  from  high  school; 

has  been  separated  from  his  parents  or  guardi- 
an for  whatever  reason  and  is  supporting  himself 
by  whatever  means; 

has  physical  or  emotional  problems  and  is 
capable  of  making  rational  decisions,  and  his  re- 
lationship with  his  parents  or  guardian  is  such 
that  by  informing  them  he  will  fail  to  seek  initial 
or  future  help.  The  law  says  that  “after  the  profes- 
sional establishes  his  rapport  with  the  minor,  then 
he  may  inform  the  parent,  parents,  or  legal  guard- 
ian unless  such  action  will  jeopardize  the  life  of 
the  patient  or  the  favorable  result  of  the  treat- 
ment.” 

In  the  case  of  treatment  for  pregnancy,  venere- 
al disease,  and  alcohol  or  drug  abuse,  the  act  says 
that  “self-consent  applies  only  to  the  prevention. 


diagnosis,  and  treatment  of  those  conditions  spec- 
ified in  this  subsection.  The  self-consent  in  the 
case  of  pregnancy,  venereal  disease,  and  drug 
and  substance  abuse  also  obliges  the  health  pro- 
fessional, if  he  accepts  the  responsibility  as  the 
provider  of  the  health  service,  to  counsel  the  mi- 
nor by  himself  or  by  referral  to  another  health 
professional  for  counseling.” 

Under  the  law  the  doctor  may,  but  is  not  re- 
quired to,  tell  parents  or  guardians  about  the  mi- 
nor’s treatment  when:  severe  complications  are 
present  or  anticipated,  major  surgery  or  pro- 
longed hospitalization  is  needed,  failure  to  inform 
the  parents  would  seriously  affect  the  safety  or 
health  of  the  minor  or  the  public,  or  informing 
parents  would  benefit  the  minor’s  physical  and 
mental  health  and  family  harmony. 

Such  information  can  only  be  given,  however, 
when  the  minor  consents  or  when  because  of  the 
minor’s  age  or  condition  the  doctor  can  presume 
such  consent. 

Other  provisions  of  the  proposed  law  include: 

( 1 ) Minors  needing  emergency  care,  including 
transfusions,  may  give  their  legal  consent  for  such 
procedures.  Parents  shall  be  informed  of  the  pro- 
cedure “as  soon  as  possible.” 

(2)  Any  minor  who  has  had  a child  may  give 
consent  for  health  service  for  his  child. 

(3)  Any  minor  may  give  consent  for  health 
services  for  his  spouse. 

(4)  If  major  surgery,  general  anesthesia,  or 
a life-threatening  procedure  has  to  be  undertaken 
on  a minor  with  his  consent,  the  physician  must 
obtain  approval  from  another  physician,  except 
in  emergencies  where  another  physician  is  not 
available. 

(5)  Self-consent  of  minors  shall  not  apply  to 
sterilization  or  abortion. 

(6)  Except  by  specific  legal  requirement,  no 
information  about  venereal  disease,  drug  and  sub- 
stance abuse,  pregnancy,  and  emotional  illness 
shall  be  given  by  the  doctor  to  another  health 
professional,  school,  law  enforcement  official, 
court  authority,  government  agent,  spouse,  em- 
ployer, or  any  other  person  without  the  consent 
of  the  minor. 

WOMAN’S  AUXILIARY  (Continued) 

We’re  FIFTY  YEARS  OLD.  We’re  going 
strong  and  feeling  great!  And  just  like  those  won- 
derful wives  of  ’23  who  went  before  us  to  found 
the  Mississippi  Medical  Auxiliary,  we  want  to 
spend  our  next  fifty  years  with  you! 

Jane  Preston 

(Mrs.  William  H.  Preston,  Jr.) 

President,  Woman’s  Auxiliary 
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ORGANIZATION  / Continued 

Southern  Medical  Will 
Meet  in  San  Antonio 

More  than  6,000  physicians  and  paramedical 
personnel  are  expected  to  gather  in  San  Antonio 
for  the  67th  Annual  Meeting  of  the  Southern 
Medical  Association  (SMA)  scheduled  for  the 
Convention  Center  Nov.  11-14. 

General  chairman  on  arrangements  for  the  con- 
vention is  Dr.  John  J.  Hinchey,  orthopedic  sur- 
geon of  San  Antonio,  and  a member  of  the  Bexar 
County  Medical  Society,  host  for  the  meeting. 

The  SMA  meeting  is  held  annually  to  help 
keep  physicians  up  to  date  on  the  latest  methods, 
medicines,  research  findings  and  advances  in 
equipment  and  technology,  and  offers  a variety 
of  medical  and  scientific  programs. 

“In  New  Orleans  last  year,  our  convention 
registration  exceeded  6,000  and  we  expect  even 
more  this  year,”  Dr.  Hinchey  said.  “We  have  an 
excellent  four-day  program  with  some  of  the  out- 
standing physicians  of  the  nation  participating.” 

Officers  of  SMA  are  Drs.  Joe  T.  Nelson, 
Weatherford,  Tex.,  president;  George  J.  Carroll, 
Suffolk,  Va.,  president-elect;  Woodard  D. 
Beacham,  New  Orleans,  La.,  first  vice  president; 
Robert  F.  Butts,  Birmingham,  Ala.,  executive  di- 
rector; and  Harris  D.  Riley,  Jr.,  editor  of  the 
Southern  Medical  Journal. 

More  than  200  scientific  and  technical  exhibits 
will  be  of  major  interest  to  physicians,  and  ad- 
dresses by  21  distinguished  guest  speakers  will 
highlight  the  conference  where  physicians  and 
others  in  the  medical  profession  from  throughout 
the  South  will  gather  to  hear  lectures  covering 
all  phases  of  medicine  and  take  part  in  panel 
discussions. 

Lunch  and  Learn  sessions,  sponsored  by  the 
various  specialty  sections,  are  always  an  important 
part  of  the  annual  meetings.  These  sessions  fea- 
ture outstanding  moderators  and  topics  of  interest 
for  all  physicians. 

Meeting  conjointly  with  SMA  will  be  several 
distinguished  medical  groups:  the  American  Fer- 
tility Society;  Radiological  Society  of  North  Amer- 
ica; and  Southern  Gynecological  and  Obstetrical 
Society. 

The  scientific  program  will  include  postgraduate 
courses  on  facial  trauma;  emergency  medicine; 
American  Fertility  Society;  surgical  infections; 
orthopedic  nurses;  Radiological  Society  of  North 
America  refresher  courses;  and  dermatology  post- 
graduate courses. 
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Although  the  convention  is  concentrated  on 
medical  and  scientific  programs,  a number  of 
social  functions  have  been  planned  for  SMA  mem- 
bers. The  annual  golf  tournament,  alumni  re- 
unions and  special  activities  for  the  Woman’s 
Auxiliary,  including  sightseeing  tours  and  lunch- 
eons; as  well  as  the  President’s  Dinner  Dance, 
the  entertainment  special  of  all  SMA  annual 
meetings,  will  give  the  visiting  physicians  and 
their  wives  ample  opportunity  to  relax  from  the 
more  serious  side  of  the  convention. 

The  SMA  Annual  Meeting  is  open  to  all  phy- 
sicians, residents,  interns,  medical  students,  nurses, 
technicians  and  other  paramedical  personnel. 

jk  - • * 4 

Amphetamines  May 
Cause  Growth  Suppression 

The  long-term  use  of  certain  drugs  in  the  treat- 
ment of  hyperactive  children  can  lead  to  “a  highly 
significant  suppression  of  growth  in  weight  and 
height,”  two  researchers  have  reported  in  the  April 
issue  of  Pediatrics,  the  monthly  scientific  journal 
of  the  American  Academy  of  Pediatrics. 

Dr.  Daniel  J.  Safer  and  Richard  P.  Allen,  Ph.D., 
said  the  study  of  63  hyperactive  children  indicated 
that  the  amount  of  growth  suppression  depended 
on  the  type  of  drug  given,  the  amount  of  the  dose, 
and  the  frequency  of  use. 

Of  the  children  involved  in  the  study,  29  were 
using  dextroamphetamine  sulfate  (Dexedrine),  20 
children  were  on  methylphenidate  (Ritalin),  and 
14  hyperactive  children  received  no  medication 
at  all,  because  of  parental  objections. 

The  study,  which  involved  measuring  growth 
over  several  years,  showed: 

“The  29  children  on  dextroamphetamine  were 
on  medication  for  an  average  of  2.9  years  and  had 
an  average  loss  of  20  percentile  points  in  weight 
and  13  points  in  height.  The  20  children  on 
methylphenidate  were  on  medication  for  an  aver- 
age of  3.0  years  and  showed  smaller  losses  of  6 
percentile  points  in  weight  and  5 in  height.  The 
14  hyperactive  controls  not  on  medication  showed 
small  increases  during  the  4.2  years  that  their 
growth  was  followed.” 

The  dosage  of  Ritalin,  the  researchers  said,  was 
crucial  to  the  amount  of  growth  suppression.  When 
children  were  given  20  mg  daily  or  less  (the 
customary  minimal  effective  dose),  growth  sup- 
pression differed  little  from  children  who  received 
no  medication  at  all.  But  “the  high  dose  methvl- 
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phenidate  groups  showed  weight  and  height  (sup- 
pression) similar  to — though  less  than — the  dex- 
troamphetamine group.” 

For  the  children  on  dextroamphetamine,  on  the 
other  hand,  the  significant  factors  in  growth  sup- 
pression were  the  duration  of  treatment  and  the 
frequency  of  drug  administration. 

“These  results  support  the  general  proposition 
that  the  less  stimulant  medication  the  hyperactive 
child  receives,  the  less  likely  his  growth  is  to  be 
suppressed,”  the  researchers  wrote.  “Since  the 
drugs  are  mainly  prescribed  to  benefit  the  hyper- 
active child  in  the  classroom,  it  is  preferable — 
when  possible — to  limit  their  use  to  cover  that 
period.” 

Overall,  the  children  on  Dexedrine  achieved 
only  62  per  cent  of  their  expected  weight  gain 
and  75  per  cent  of  their  expected  height  gain.  For 
children  on  Ritalin,  the  growth  suppression 
averaged  out  to  an  83  per  cent  rate  of  expected 
annual  growth  for  weight  and  height. 

The  researchers  said  more  study  was  needed 
regarding  growth  “rebound"  in  children  who  are 
taken  off  the  amphetamines  during  summer 
months  when  school  is  not  in  session. 

“However,”  they  said  available  data  indicated 
that  “the  rebound  growth  does  not  entirely  com- 
pensate for  the  growth  deficit  induced  by  dextro- 
amphetamine during  the  academic  year.” 

“Although  the  finding  that  the  long-term  use  of 
stimulant  drugs  can  cause  suppression  of  growth 
in  hyperactive  children  has  caused  some  concern,” 
the  report  concluded,  “it  is  nonetheless  important 
that  the  evidence  on  this  matter  be  available  to 
physicians. 

“Only  then  will  they  be  able  to  accurately  as- 
sess— for  each  child,  for  each  drug,  for  each  dose 
— which  is  less  hazardous  to  the  patient;  his  ill- 
ness, or  the  treatment.  At  this  time,  in  general,  the 
hazard  of  the  illness  appears  to  be  more  danger- 
ous.” 


Vitamin  D Supplement 
Not  Needed  by  Most 

Infants,  pregnant  women  and  nursing  mothers 
may  need  an  extra  dose  of  Vitamin  D.  Other 
people  most  likely  already  get  more  than  enough. 

This  is  the  report  of  an  Alabama  physician 
researcher  in  the  June  1 1 issue  of  the  Journal  of 
the  American  Medical  Association. 


The  communication,  by  Dr.  Paul  A.  Palmisano 
of  the  University  of  Alabama  Medical  Center  at 
Birmingham,  is  the  first  in  a series  of  short 
articles  that  will  appear  in  the  Journal  to  help 
physicians  fill  a gap  in  their  medical  knowledge 
in  the  area  of  nutrition. 

Most  commercial  milks,  baby  foods,  margarines 
and  breakfast  cereals  are  fortified  with  Vitamin 
D,  Dr.  Palmisano  writes.  When  this  is  added  to 
Vitamin  D obtained  from  exposure  to  sunlight, 
plus  that  naturally  present  in  foods,  the  average 
American  may  receive  several  times  the  daily 
amount  of  Vitamin  D he  requires. 

Extra  pills  on  top  of  the  naturally  acquired 
supply  of  Vitamin  D may  prove  too  much  for 
the  normal  person  to  handle.  The  result  may  be 
nausea,  vomiting,  constipation,  excessive  urina- 
tion, excess  thirst,  dehydration  and  general  weak- 
ness. 

Vitamin  D is  essential  to  prevent  rickets,  a 
crippling  bone  disorder,  in  children.  This  fact  has 
been  known  for  many  years,  hence  the  fortification 
of  some  common  foods.  Nutritional  rickets  now 
is  rare  in  the  United  States. 

Most  persons,  says  Dr.  Palmisano,  get  all  the 
Vitamin  D they  need  from  intermittent  exposure 
to  sunlight  plus  eating  the  ordinary  American 
diet,  “except  the  recluse  who  is  also  a strict 
vegetarian.” 

Members  of  dark-skinned  races  will  get  less 
of  the  vitamin  from  sunlight  than  light-skinned 
persons,  he  adds. 

In  an  accompanying  editorial,  Philip  L.  White, 
Sc.D.,  director  of  the  AMA’s  Department  on 
Foods  and  Nutrition,  points  out  that  “studies 
undertaken  to  evaluate  what  medical  students  and 
physicians  know  about  nutrition  reveal  that  both 
have  a reasonable  comprehension  of  the  biochem- 
istry of  digestion,  absorption  and  metabolism,  but 
no  real  awareness  of  the  food  sources  of  nutrients. 
The  translation  of  the  science  of  nutrition  into 
practical  answers  to  a patient’s  questions  is  weak.” 
Means  must  be  found  to  communicate  the 
necessary  information  to  the  physician  and  moti- 
vate him  to  utilize  it  in  his  practice.  Dr.  White 
says. 

The  series  currently  appearing  in  the  Journal 
will  be  one  of  many  programs  of  the  AMA 
Council  on  Foods  and  Nutrition  to  help  keep  the 
physician  up  to  date.  The  articles  will  deal  with 
myths  in  the  dietary  management  of  intestinal 
disorders,  consumer  knowledge  of  nutrition,  re- 
ducing diets,  nutrition  in  pregnancy,  and  other 
topics  of  the  moment,  he  says. 
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Personality  Traits 
Predict  Drug  Use 

Junior  high  school  students  who  get  poor 
grades  and  flout  school  rules  are  significantly 
more  likely  to  use  drugs  during  their  high  school 
years  than  are  their  more  studious  and  orderly 
classmates. 

This  is  among  the  findings  of  a continuing  five- 
year  study  of  Boston  elementary,  junior  high  and 
high  school  students  reported  at  a recent  seminar 
at  the  National  Institute  of  Mental  Health. 

The  study  is  being  conducted  by  Dr.  Gene  M. 
Smith  of  Massachusetts  General  Hospital,  under 
a grant  from  NIMH,  a component  of  HEW’s 
Health  Services  and  Mental  Health  Administra- 
tion. 

The  longitudinal  study  seeks  to  determine:  ( 1 ) 
why  some  students  become  regular  drug  users, 
while  others  experiment  with  drugs  or  ignore 
them;  (2)  how  personality  traits  and  academic 
performance  serve  as  predictors  of  involvement 
with  or  disinterest  in  drugs;  and  (3)  what  chan- 
ges occur  in  attitudes,  personality,  and  behavior 
after  the  initiation  of  drug  use. 

Students  tested  are  a sample  of  a predominant- 
ly white,  middle  class  school  population  of  15,000 
in  33  public  schools  in  the  greater  Boston  area. 
They  range  from  fourth-graders  to  high  school 
seniors,  and  when  they  fill  out  questionnaires  each 
year,  they  rate  themselves  on  traits  of  personality 
and  behavior,  and  identify  their  attitudes  toward 
and  their  use  of  drugs.  School  records  furnish 
histories  of  academic  performance.  A coding  sys- 
tem guarantees  confidentiality.  Although  partici- 
pation is  voluntary,  approximately  95  per  cent  of 
students  present  on  testing  days  have  taken  part 
in  the  study. 

In  findings  to  date,  the  best  indicator  of  subse- 
quent use  of  illegal  drugs  is  rebelliousness  toward 
authorities  and  rules.  Obedient  children  are  the 
least  likely  to  become  drug  users.  The  more  re- 
bellious a child,  the  greater  his  subsequent  use  of 
drugs  is  apt  to  be,  ranging  upward  from  infre- 
quent marihuana  smoking  through  frequent  mari- 
huana use  to  multiple  experimentation  and  use — 
in  addition  to  marihuana — of  depressants,  stimu- 
lants, LSD  and  other  hallucinogens,  and  heroin. 

Other  reliable  predictors  of  future  drug  use  are 
classroom  apathy  and  generally  poor  academic 
performance  from  middle  grade  school  onward, 
and  the  early  smoking  of  cigarettes.  Indicative 
personality  traits  on  which  drug  users  score  low 
are:  conscientiousness,  dependability,  striving  for 
recognition,  setting  high  goals,  persistency,  plan- 
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fulness,  thoroughness,  efficiency,  mannerliness, 
and  agreeableness.  Two  traits  which  do  not  pre- 
dict future  drug  use  or  non-use  are  vigor  and  self- 
confidence. 

Use  of  alcohol  parallels  the  use  of  drugs:  heavy 
marihuana  smokers  are  heavy  drinkers,  and  the 
study  finds  no  evidence  to  support  the  belief  that 
different  generations  use  different  drugs  (“the 
parents  drink,  and  the  kids  smoke”)  and  that 
marihuana  use  might  for  many  supplant  drinking. 

While  there  are  notable  differences  in  personal- 
ity between  those  students  who  have  never  used 
drugs  and  those  who  have,  infrequent  and  fre- 
quent drug  users  tend  to  have  similar  personali- 
ties. 

Gastroenterology 
Course  Scheduled 

The  American  College  of  Gastroenterology  an- 
nounces that  its  Annual  Course  in  Postgraduate 
Gastroenterology  will  be  given  at  The  Biltmore 
Hotel  in  Los  Angeles,  Calif.,  Oct.  25-27,  1973, 
immediately  following  the  38th  Annual  Conven- 
tion of  the  college  which  will  also  be  held  there 
Oct.  22-24. 

The  course  will  be  devoted  primarily  to  review 
and  assessment  of  newer  developments  in  the 
diagnosis  and  management  of  gastrointestinal  dis- 
eases. 

A distinguished  faculty,  with  knowledge  and 
experience  in  the  various  disorders  to  be  consid- 
ered, will  present  the  important  advances  that 
have  special  pertinence  to  clinical  practice. 

Close  association  between  those  enrolled  in  the 
course  and  the  faculty  will  be  encouraged  by 
direct  questioning  after  each  discussion,  as  well 
as  by  a series  of  Special  Round  Table  Discussions. 
The  latter  will  consist  of  intimate,  informal  dis- 
cussions between  small  groups  of  those  taking 
the  course  and  a member  of  the  faculty  with  the 
former  given  the  opportunity  of  selecting  the  topic 
of  discussion  each  individual  prefers.  There  will 
also  be  special  reviews  of  the  Self-assessment  Pro- 
gram in  Gastroenterology  (American  College  of 
Physicians).  These  will  consist  of  informal  anal- 
ysis and  discussion,  by  the  faculty  and  reviewers 
and  those  enrolled,  of  the  questions  posed  and  the 
appropriate  answers  to  each. 

A special  lecture,  summarizing  the  applied 
physiology  of  the  gastrointestinal  hormones  that 
have  come  into  prominence,  is  another  feature  of 
the  course. 

Information  and  enrollment  may  be  obtained 
from:  The  American  College  of  Gastroenterology, 
299  Broadway,  New  York,  N.Y.  10007. 
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Contraindications:  History  of  hypersensitivity  to  thiabendazole. 
Warnings:  If  hypersensitivity  reactions  occur,  drug  should  be 
discontinued  immediately  and  not  resumed.  Rarely,  erythema 
multiforme  has  been  associated  with  thiabendazole  therapy;  in 
severe  cases  (Stevens-Johnson  syndrome),  fatalities  have 
occurred.  Because  CNS  side  effects  may  occur  quite  frequently, 
activities  requiring  mental  alertness  should  be  avoided.  Safe  use 
in  pregnancy  or  lactation  has  not  been  established. 

Precautions:  Ideally,  supportive  therapy  is  indicated  for  anemic, 
dehydrated,  or  malnourished  patients  prior  to  initiation  of 
anthelmintic  therapy.  In  presence  of  hepatic  or  renal  dysfunction, 


patients  should  be  carefully  monitored. 

Adverse  Reactions:  Most  frequently  encountered  are  anorexia, 
nausea,  vomiting,  and  dizziness.  Less  frequently,  diarrhea, 
epigastric  distress,  pruritus,  weariness,  drowsiness,  giddiness, 
and  headache  have  occurred.  Rarely,  tinnitus,  hyperirritability, 
numbness,  abnormal  sensation  in  eyes,  blurring  of  vision, 
xanthopsia;  hypotension,  collapse;  enuresis;  transient  rise  in 
cephalin  flocculation  and  SGOT;  perianal  rash,  cholestasis  and 
parenchymal  liver  damage;  hyperglycemia;  transient  leukopenia; 
malodor  of  the  urine,  crystalluria,  hematuria;  appearance  of  live 
Ascaris  in  the  mouth  and  nose.  Hypersensitivity  reactions 
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To  the  surgeon  and  the  patient  the  most  im- 
portant quality  of  an  incisional  wound  is  its  ten- 
sile strength.1  The  healing  of  an  uncomplicated 
incisional  wound  is  by  primary  union  and  involves 
three  phases.  The  first,  or  substrate  phase,  lasts 
from  the  time  of  incision  to  the  fourth  to  sixth 
day.  During  this  time  the  inflammatory  reaction 
prepares  the  wound  for  subsequent  healing  by  re- 
moval of  debris,  necrotic  tissue  and  bacteria. 
Proper  irrigation  of  surgical  wounds  just  prior  to 
closure  and  the  expert  use  of  drains  where  needed 
will  shorten  this  first  phase.  It  is  also  during  this 
period  that  sutures  serve  their  most  useful  func- 
tion in  keeping  wound  edges  closely  approximat- 
ed. 

At  about  day  four  to  day  six  ingrowing  fibro- 
blasts begin  to  lay  down  the  building  blocks,  col- 
lagen, mucopolysaccharides,  and  glycoproteins, 
which  quickly  aggregate  into  fibers.  Following  this 
the  wound  rapidly  gains  tensile  strength.  Collagen 
will  cease  to  increase  in  amount  on  about  the 
fifteenth  day,  and  there  is  a gradual  transition  in- 
to the  third,  or  maturation  phase,  when  the  new 
collagen  fibers  become  organized  and  contract. 
Over  a period  of  months  the  scar  will  lose  its  pink 
color  as  capillaries  decrease  in  number.- 

Wound  healing  by  secondary  union  involves 
these  same  principles  with  the  main  difference  be- 
ing replacement  of  a loss  of  tissue  substance. 
Healing  involves  an  open  surface  which  must  be 
filled  with  granulation  tissue  that  can  usually  be 
detected  on  the  second  day,  assuming  there  are 
no  complicating  factors.  Because  of  its  cellularity 
a granulating  surface  has  a remarkable  ability  to 
resist  infection.  For  the  same  reason  crystalline 
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substances  are  rapidly  absorbed  through  it.  Epi- 
thelium will  grow  inward  from  the  edge  in  two  to 
three  days  if  the  dermal  defect  is  not  large.1 


In  recent  years  there  have  been  many  in- 
novations in  the  techniques  of  surgical 
wound  closure.  These  new  developments, 
coupled  with  a better  understanding  of  the 
physiological  basis  of  the  healing  process, 
have  provided  the  surgeon  with  alternative 
management  regimens  previously  unavail- 
able. This  paper  reviews  the  physiology  of 
wound  healing,  methods  of  wound  closure, 
factors  which  stimulate  or  retard  wound 
healing  and  the  role  of  nutrition  in  the  heal- 
ing process. 


Healing  by  third  intention  is  simply  surgical 
closure  of  an  open  granulating  wound  and  pri- 
marily speeds  the  total  healing  process  by  approx- 
imating epithelial  edges  with  suture,  tape,  etc.4 

The  detrimental  effects  of  ascorbic  acid  defi- 
ciency and  protein  depletion  on  wound  healing 
are  well  established.5  The  particularly  beneficial 
effects  of  methionine  administration  in  protein  de- 
pleted animals  were  first  reported  by  Localio 
et  al  ( 1948)  and  later  confirmed  by  Udupa  et  al 
(1956).  However,  protein  deficiency  is  probably 
a relatively  rare  cause  of  delayed  wound  healing 
in  the  American  population. 

On  the  other  hand,  an  excellent  study  of  ascor- 
bic acid  in  wound  healing  by  Schwartz  suggests 
that  surgical  patients  may  require  more  ascorbic 
acid  than  healthy  persons.6  Besides  the  fact  that 
many  postoperative  patients  are  NPO  and  receive 
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no  vitamin  C with  their  intravenous  fluids,  it  is 
known  that  the  body  loses  ascorbic  acid  after  ma- 
jor surgery  and  other  stresses  such  as  burns  and 
bacterial  infections.7  The  current  recommended 
daily  dose  for  healthy  adult  men  is  60  mg  in  the 
U.  S.  In  Great  Britain  the  recommended  daily 
dose  is  only  30  mg.8  Crandon  et  al.  recommend 
200  to  300  mg  ascorbic  acid  per  day  for  surgical 
patients.  However,  the  data  relating  dosage  to  the 
quality  of  healing  are  by  no  means  conclusive.9 

The  role  of  zinc  in  wound  healing  has  been 
studied  widely,  but  not  thoroughly,  in  recent  years 
and  authorities  have  had  varying  results  with  its 
use.  Zinc  is  an  essential  micronutrient  in  man  and 
a relative  preponderance  of  total  biologic  zinc  is 
concentrated  within  the  skin  and  cutaneous  struc- 
tures.10, 11  Henzel  et  al  measured  zinc  levels  se- 
quentially in  serum,  red  cells,  and  urine  in  a va- 
riety of  preoperative,  postoperative,  and  healthy 
persons.  They  found  urinary  zinc  losses  markedly 
increased  following  surgical  procedures  but  even 
greater  losses  after  severe  burns  than  after  major 
surgical  operations.  Also,  healing  wounds  in  all 
patients  were  found  to  preferentially  sequester 
biological  zinc,  even  in  the  face  of  increased 
urinary  losses.  The  zincuria  in  all  patients  was 
commensurate  in  magnitude  with  the  metabolic 
insult  or  injury.  Zinc  deficiency  was  identified  in 
16  patients  studied  for  impaired  wound  healing. 
The  addition  of  supplemental  dietary  zinc  in  these 
patients  resulted  clinically  in  improved  wound 
healing.  The  conclusions  of  this  study  were  that 
zinc  participates  in  certain  biochemical  processes 
which  precede  or  underlie  histogenesis  of  wound 
repair,  and  the  efficiency  with  which  these  proc- 
esses are  able  to  function  during  wound  healing 
is  probably  dependent  on  the  local  sufficiency  of 
zinc.12  For  those  who  wish  to  give  supplemental 
zinc,  a safe  dosage  is  200  mg.  three  times  a day 
with  milk.  Although  it  is  tempting  to  believe  that 
the  administration  of  supplemental  zinc  to  pa- 
tients with  normal  zinc  levels  will  actually  accel- 
erate wound  healing,  this  has  not  been  proven.13 

Other  researchers,  after  less  intensive  and  well 
planned  studies  than  the  above,  have  found  that 
zinc  may  be  particularly  important  in  the  healing 
of  leg  ulcers.14-  15 

WOUND  CLOSURE 

There  are  two  basic  types  of  sutures,  absorb- 
able and  nonabsorbable,  and  the  choice  of  either 
should  be  based  on  the  need  at  hand. 

Absorbable  sutures,  commonly  termed  “cat- 
gut,” are  actually  made  from  sheep  intestines.  In 
most  cases,  depending  on  the  vascularity  of  the 


wound,  plain  gut  sutures  are  solubilized  by  tissue 
collagenase  in  seven  to  14  days.  Chromicized  gut 
sutures  will  usually  remain  intact  from  three 
weeks  to  two  months,  again  depending  on  wound 
vascularity. 

In  general,  absorbable  sutures  are  indicated  in 
closure  of  loose  nontension  bearing  tissues,  when 
infection  is  known  to  be  present,  when  debride- 
ment has  been  difficult  or  its  thoroughness  is  in 
doubt,  and  in  areas  where  a foreign  body  cannot 
be  tolerated  for  other  reasons.16 

The  ideal  nonabsorbable  suture  should  be  com- 
pletely inert,  have  maximum  tensile  strength  per 
diameter,  be  easy  to  use  with  maximum  pliabili- 
ty, and  be  available  in  all  sizes.  There  are  still 
four  basic  types:  metallic  wire,  natural  and  syn- 
thetic fabrics,  monofilament  and  woven  synthet- 
ics, and  varying  combinations  of  fabric  coated 
with  synthetic  plastic-like  materials. 

In  a study  comparing  the  tensile  strength  of 
wounds  sutured  with  stainless  steel  wire,  copper 
wire,  cotton  thread  and  silk,  better  and  stronger 
healing  was  observed  in  the  wounds  sutured  with 
stainless  steel  wire.17  Tensile  strength  was  mea- 
sured on  the  seventh  and  twelfth  postoperative 
days.  On  the  seventh  day  no  significant  difference 
was  observed  between  the  cotton,  silk,  and  copper 
wire.  At  this  time  the  stainless  steel  wire  was  su- 
perior to  the  cotton.  On  the  twelfth  day  the  stain- 
less steel  wire  was  superior  to  cotton,  and  the  cot- 
ton was  superior  to  the  silk  and  copper  wire.  His- 
tologically, wounds  sutured  with  stainless  steel 
wire  had  the  highest  collagen  content  and  those 
with  copper  wire  had  the  lowest,  probably  be- 
cause of  the  cytotoxic  properties  of  copper. 
Wounds  with  stainless  steel  wire  also  had  the  few- 
est inflammatory  changes. 

A comparison  of  the  tensile  strength  and  tissue 
reaction  of  silk,  cotton,  dacron,  nylon,  and  poly- 
propylene sutures  was  made  over  a two-year  peri- 
od. Silk  and  cotton  gradually  lost  tensile  strength; 
silk  was  absorbed  at  a variable  rate.  Nylon  de- 
creased moderately  in  tensile  strength  but  caused 
the  least  tissue  reaction.  Polypropylene  main- 
tained good  tensile  strength  and  showed  low  tissue 
reaction.  The  dacron  retained  good  tensile 
strength  and  caused  a moderate  tissue  reaction.18 

Since  all  sutures  are  foreign  bodies  which  elicit 
some  degree  of  inflammatory  reaction,  early  re- 
moval should  be  advantageous  if  it  does  not  lead 
to  dehiscence.  Experimentally,  incisions  from 
which  sutures  were  removed  on  the  fourth  day 
were  stronger  than  those  in  which  they  were  left 
in  place  for  seven,  suggesting  that  a certain 
amount  of  tension  on  healing  wound  edges  is  a 
stimulant  to  development  of  tensile  strength.19 
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This  is  in  keeping  with  other  studies-0  demonstrat- 
ing that  a reduction  in  tension  in  a healing  skin 
incision  will  produce  a wound  with  less  tensile 
strength. 

Recently,  the  use  of  tape  for  closure  of  surgical 
wounds  has  become  popular  in  some  areas.  At 
San  Francisco  General  Hospital  428  wounds  were 
analyzed,  161  closed  with  tape  and  267  with  con- 
ventional suture.  The  wounds  were  mostly  ab- 
dominal, did  not  include  hairy  areas,  and  were 
classified  in  three  groups  as  clean,  clean-contami- 
nated, or  contaminated.  Briefly,  it  was  found  that 
in  the  clean-contaminated  group  (e.g.  operations 
such  as  cholecystectomy  where  a contaminated 
hollow  viscus  is  opened),  the  use  of  tape  closure 
was  superior  over  conventional  suture  in  that 
there  were  fewer  postoperative  complications  such 
as  superficial  wound  infection.-1 

Other  studies  indicate  that  tensile  strength  may 
be  increased  markedly  by  tape  closure  but  exten- 
sion may  be  reduced  and  energy  absorption  un- 
affected when  compared  with  other  methods  of 
closure.  Thus,  despite  the  higher  tensile  strength 
of  the  tape  closed  wound,  it  may  have  no  func- 
tional advantage  over  the  sutured  one.22 

The  remaining  method  of  surgical  wound  clo- 
sure involves  the  use  of  tissue  adhesives.  There 
are  several  types  all  of  which  function  in  a ba- 
sically similar  fashion.  The  most  widely  used  at 
this  time  are  probably  the  cyanoacrylate  mono- 
mers. Hatung  reported  superior  results  over  con- 
ventional sutures  when  using  this  for  closure  of 
wounds  of  parenchymatous  organs,  but  not  for 
closure  of  skin  wounds.-'® 

Other  studies  comparing  aerosol  isobutyl  cy- 
anoacrylate spray  and  3-0  silk  for  closure  of  10  cm 
skin  incisions  revealed  the  following:  Bridging  of 
the  incised  area  by  fibroblasts  and  capillary  buds 
was  inhibited  by  the  thin  film  of  artificial  adhesive 
for  at  least  two  weeks  after  incision.  At  two 
weeks,  suture-closed  wounds  could  not  be  sep- 
arated whereas  parts  of  the  adhesive-closed 
wounds  could  be.  Furthermore,  the  tensile 
strength  of  the  adhesive-closed  wound  exceeded 
that  of  the  silk-closed  wound  from  day  one 
through  day  four  after  which  this  relationship 
was  reversed.-4 

Hence,  the  presence  of  polymer  fragments  be- 
tween the  incised  skin  edges  does  delay  wound 
healing,  but  the  appearance  of  the  healed  wound 
is  cosmetically  superior  to  one  closed  with  su- 
ture.-5 

Many  attempts  have  been  made  to  isolate  fac- 
tors, both  biological  and  synthetic,  which  will  fa- 
cilitate and  enhance  the  normal  healing  processes 
present  in  healthy  tissue.  For  the  most  part,  these 
have  been  discouraging.  However,  the  findings  of 


Alexander,  et  al2(i  suggest  that  cellular  prolifera- 
tion at  sites  of  tissue  injury  results  from  release 
of  biologically  active  mediators  from  lysosomes 
of  injured  or  dead  cells,  including  neutrophils 
sequestered  in  injured  tissues.  It  has  been  shown 
that  cartilage  extracts  can  increase  the  rate  of 
healing  in  normal  animals.-7 

Prudden  et  al28  have  found  n-acetyl-glucosa- 
mine  obtained  from  shrimp  chitin  to  be  an  effec- 
tive accelerator  of  wound  healing. 

According  to  Rosen  et  al.29  ultrafiltrates  of 
wound  fluid  contain  a growth-stimulating  sub- 
stance. 

One  of  the  most  encouraging  studies  incor- 
porated the  use  of  enriched  collagen  solutions  in 
a controlled  series  of  uncomplicated  wounds. 
Three  days  postoperative,  swelling,  hemorrhage, 
and  inflammation  were  conspicuously  reduced 
when  compared  with  controls.  Eventually,  the  en- 
riched collagen  solutions  were  completely  re- 
moved from  the  wound.  This,  along  with  the  low 
antigenicity  of  collagen,  may  make  it  easier  to  use 
clinically.50 

The  significance  of  these  and  other  recent  find- 
ings is  still  in  doubt,  but  it  is  apparent  that  if  fac- 
tors do  exist  which  can  truly  accelerate  wound 
healing  they  will  probably  be  biologic  and  not 
synthetic. 

DETERRENTS  TO  HEALING 

Infection  in  surgical,  burn  or  traumatic  wounds 
is  a result  of  interaction  of  the  number  and  the 
characteristics  of  the  contaminating  organisms 
and  of  local  and  systemic  host  resistance  factors. 
These  factors  are  influenced  by  the  epidemiologi- 
cal characteristics  of  bacterial  populations,  espe- 
cially in  surgical  wounds.  Also,  the  type  and  dura- 
tion of  operation,  the  patient’s  age,  and  his  gen- 
eral health  affect  both  local  and  systemic  resist- 
ance to  infection.51 

The  bacterial  flora  of  normal  human  skin  con- 
sists of  relatively  few  species.  Of  these,  the  only 
true  pathogen  consistently  present  is  Staphylococ- 
cus aureus  which  may  be  found  in  almost  all  re- 
gions of  the  skin.  S.  epidermidis  is  more  prevalent 
but  only  occasionally  pathogenic.  Pathogenic 
gram-positive  streptococci  are  rare  on  the  skin, 
and  gram-negative  organisms  are  also  relatively 
rare  on  normal  skin.52 

The  number  of  organisms  which  initially  con- 
taminate a wound  is  very  important  in  that  most 
species  exert  pathogenic  effects  only  after  they 
reach  a critical  number.  Staphylococci  and  other 
indigenous  bacteria  rarely  invade  skin  without 
some  preceding  insult  to  the  tissue.  This  is  borne 
out  by  the  fact  that  only  several  hundred  rather 
than  several  million  bacteria  are  needed  to  pro- 
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duce  a pustular  lesion  when  introduced  with  a silk 
suture.'18 

In  many  hospitals  staphylococci  are  still  the 
most  common  single  infecting  agent,  with  the 
gram-negative  organisms  becoming  increasingly 
more  frequent.  The  predominance  of  staphylo- 
cocci is  probably  due  to  the  fact  that  it  is  virtually 
impossible  to  achieve  complete  sterility  of  the  skin 
by  the  usual  scrubbing  techniques.  In  one  study 
of  50  patients,  coagulase-positive  staphylococci 
were  cultured  from  the  wound  prior  to  closure  in 
92  per  cent  of  cases.  They  were  found  in  the  air 
of  the  operating  room  in  68  per  cent,  and  in  50 
per  cent  of  the  cases  they  represented  the  pa- 
tient’s own  carrier  strain.  Therefore,  the  chief 
source  of  wound  contamination  occurring  at  the 
time  of  surgery  appears  to  be  the  patient’s  own 
skin.34 

Other  potential  sources  include  the  surgeon  and 
his  assistants,  non-sterile  instruments,  and  bac- 
teria introduced  by  polyethylene  intravenous  cath- 
eters.15 Finally,  a great  number  of  secondary  fac- 
tors may,  if  present,  predispose  to  clinical  infec- 
tion. Two  which  should  always  be  avoided  are  in- 
sufficient irrigation  of  the  wound  just  prior  to  clo- 
sure and  sutures  which  are  tied  so  tightly  they 
strangulate  living  tissue.  When  devitalized  tissue 
fragments  and  clotted  blood  are  not  irrigated  from 
the  wound  they  may  act  as  a nidus  for  clinical  in- 
fection. Likewise,  tissue  strangulated  by  sutures 
will  behave  as  devitalized,  dead  tissue,  aggravated 
by  the  fact  that  it  is  surrounded  by  a suture  which 
can  act  as  a foreign  body. 

TRAUMATIC  WOUNDS 

Schwartz,  et  al  state  that  the  most  important 
single  factor  in  the  management  of  contaminated 
wounds  is  adequate  debridement.36  This  includes 
removal  of  foreign  matter  as  well  as  devitalized 
tissue  and  is  best  done  with  sharp  debridement 
and  hemostasis  followed  by  irrigation  with  copi- 
ous amounts  of  saline.  It  has  been  shown  that  the 
incidence  of  wound  infection  is  inversely  propor- 
tional to  the  amount  of  irrigation  and  debride- 
ment done  at  the  time  of  injury.37  Lyman,  et  al 
found  a close  correlation  between  the  rate  of  heal- 
ing of  infected  wounds  and  the  bacterial  popula- 
tions in  them.38 

The  chance  of  wound  contamination  is,  of 
course,  greater  when  the  wound  is  traumatic  rath- 
er than  surgical.  However,  a study  of  minor  in- 
dustrial wounds  revealed  the  infecting  staphylo- 
cocci to  be  the  patient’s  own  carrier  strain  in  50 
to  60  per  cent  of  cases.39 

The  anaerobic  bacteria  are  no  longer  a com- 
mon threat  in  deep  tissue  wounds,  since  the  ad- 


vent of  tetanus  toxoid  and  early  debridement  with 
delayed  closure.  Recent  military  reports  on  the 
most  common  infecting  agents  in  this  type  of 
wound  implicate  staphylococci,  Pseudomonas, 
and  E.  coli.i0 

The  treatment  of  contaminated  wounds  with 
early  debridement  and  delayed  closure  deserves 
special  emphasis.  The  effectiveness  of  these  tech- 
niques in  the  treatment  of  military  wounds  in 
Vietnam  is  indicated  by  the  low  reported  wound 
infection  rate  of  2.58  per  cent.41  An  excellent 
study  by  Edlich,  et  al4-  revealed  that  the  optimal 
time  for  closure  of  contaminated  wounds,  without 
inviting  wound  infection,  is  on  or  after  the  fourth 
postwounding  day.  The  rate  of  wound  infection 
varied  from  73  per  cent  when  closed  after  24 
hours,  to  22  per  cent  when  closed  after  48  hours, 
33  per  cent  when  closed  after  72  hours,  and  only 
one  out  of  30  after  96  hours. 

TOPICAL  ANTIBACTERIALS 

The  ideal  wound  toilet  in  contaminated  cases 
should  include  the  use  of  irrigants  which  are  bac- 
tericidal but  do  not  damage  living  wound  tissue. 
Many  agents  have  been  tried  experimentally  and 
several,  though  not  ideal,  have  proven  useful. 
Seventy  per  cent  ethanol,  benzalkonium,  and  io- 
dide preparations  can  give  significant  protection, 
but  silver  nitrate  may  increase  the  infection  rate.43 
Experimental  crush  wounds  treated  with  topical 
antibiotic  sprays  and  methenamine  salts  were 
found  to  heal  better  only  if  these  agents  were  used 
within  five  minutes  of  contamination.44 

Recent  studies  with  betadine45  (povidone- 
iodine)  have  proven  it  to  be  a powerful  bacteri- 
cidal agent  against  all  species  of  bacteria  while  be- 
ing relatively  innocuous  to  living  wound  tissue 
with  a pH  of  7.4.  It  has  few  to  no  side  effects,  and 
is  active  in  the  presence  of  pus  and  organic  mat- 
ter. Also,  it  does  not  foster  the  emergence  of  anti- 
biotic resistant  strains.46 

Recent  studies  of  the  popular  topical  antibac- 
terial agent  sulfamylon  have  shown  that  it  defi- 
nitely delays  healing  in  open  wounds  because  of 
its  destructive  effect  on  the  three  major  cellular 
participants.47  When  the  healing  times  of  wounds 
treated  with  either  xeroform  gauze,  silver  nitrate, 
or  sulfamylon  were  compared,  the  following  re- 
sults were  obtained:  Xeroform  treated  wounds 
averaged  seven  days,  those  treated  with  silver  ni- 
trate averaged  9.8  days,  and  the  sulfamylon  group 
averaged  12.5  days.48  This  is  in  keeping  with  clin- 
ical evidence  that  separation  of  a burn  eschar  is 
delayed  when  sulfamylon  is  used.49 

It  is  interesting  to  note  that  although  infection 
in  a wound  enormously  inhibits  its  ability  to  heal, 
it  is  not  necessarily  desirable  to  have  an  absolute- 
ly sterile  wound.  The  effect  of  the  germfree  state 
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on  wound  healing  was  studied  by  Donati,  et  al 
who  found  no  significant  differences  in  the  rate 
of  wound  contraction  when  gernifree  and  conven- 
tional wounds  were  compared,  despite  differences 
in  the  intensity  of  the  inflammatory  reaction.50 

The  overall  effect  of  dehiscence  and  resuture 
on  the  rate  of  wound  healing  is  controversial. 
Madden  and  Smith  have  found  that  in  otherwise 
healthy  wounds  disruption  merely  causes  a tem- 
porary change  in  wound  strength  with  no  appar- 
ent effect  on  the  basic  biochemical  reactions  that 
are  responsible  for  the  physical  changes  taking 
place.  Dehiscence  and  resuture  of  a seven  day 
wound  did  not  alter  the  established  rate  of  new 
collagen  synthesis  and  deposition,  and  the  total 
healing  was  essentially  unchanged.51 

Penicillamine  is  a metabolic  by-product  of  pen- 
icillin. It  is  also  a copper  chelater  and  is  known 
to  decrease  the  tensile  strength  of  healing 
wounds.52  Seifter,  et  al  reported  a decrease  in 
healing  wound  tensile  strength  in  rats  given  large 
doses  of  penicillin  G.53  However,  Pohl  and  Hunt 
found  no  decrease  in  wound  tensile  strength  when 
rats  were  given  intraperitoneal  doses  of  penicil- 
lin G equivalent  to  the  largest  currently  in  clinical 
use.54 

Tumoricidal  radiation  has  certainly  been  impli- 
cated as  a deterrent  to  active  wound  healing,  and 
wound  complications  are  very  common  in  opera- 
tive procedures  following  tumor  radiation  thera- 
py. However,  Thompson  and  Bennett  found  that 
after  as  much  as  3,000  rads  (a  subtumoricidal 
dose)  of  cobalt  60  radiation  completed  two  weeks 
prior  to  surgery  there  was  no  significant  delay  in 
epithelialization  of  the  open  wounds  compared 
with  controls.  Ten  days  after  wounding,  the  radi- 
ated group  did  show  a decrease  in  tensile  strength, 
and  after  12  days  they  showed  a decrease  in 
wound  collagen  compared  with  controls.55 

A factor  to  be  considered  as  a possible  deter- 
rent to  wound  healing  is  the  method  by  which  the 
surgical  incision  is  made.  The  use  of  sharp  cutting 
blades  is  time  honored  as  the  best  method  of  di- 
viding tissue  with  the  least  possible  trauma  and 
is  mentioned  only  in  comparison  with  some  of  the 
more  modern  methods.  Hall  found  that  skin  inci- 
sions made  with  a carbon  dioxide  laser  were  sub- 
stantially weaker  than  scalpel  wounds  up  to  and 
including  20  days  after  surgery.  By  40  days  the 
two  groups  had  comparable  tensile  strength.  The 
initial  weakness  was  attributed  to  thermal  necro- 
sis of  the  wound  margins.  This  was  true  to  a less- 
er extent  in  skin  wounds  made  with  electro- 
cautery units.  Hence,  the  hemostatic  properties 
of  the  laser  and  of  electrocautery,  when  used  for 
skin  incisions,  are  offset  by  delayed  healing.  How- 
ever, healing  times  were  not  significantly  different 


for  the  three  methods  when  used  in  the  deeper 
layers  of  the  abdominal  wall.50 

SUMMARY 

The  normal  physiologic  process  of  wound  heal- 
ing is  carried  out  by  either  primary  union,  sec- 
ondary union,  or  tertiary  union.  Every  surgeon 
should  have  a thorough  understanding  of  the  ba- 
sic principles  involved  in  the  body’s  responses  to 
tissue  injury  and  how  they  are  affected  by  the 
more  common  factors  which  come  into  play  in 
every  surgical  patient. 

Wound  healing  is  definitely  delayed  by  diets  de- 
ficient in  ascorbic  acid  and  methionine.  The 
body’s  requirement  for  ascorbic  acid  is  increased 
following  surgery  or  trauma.  Patients  with  a de- 
ficiency of  total  body  zinc  also  experience  delayed 
wound  healing. 

The  three  basic  types  of  wound  closure  are 
with  sutures,  tapes,  and  tissue  adhesive.  The  opti- 
mal time  for  removal  of  skin  sutures  in  uncom- 
plicated surgical  wounds  is  on  or  about  the  fourth 
or  fifth  day.  Proper  tension  on  wound  margins 
early  in  the  healing  process  is  important  in  estab- 
lishing wound  tensile  strength.  Tapes  are  indicat- 
ed for  closure  of  “clean-contaminated”  surgical 
wounds.  Wound  closure  with  tissue  adhesive  re- 
sults in  delayed  healing  after  the  first  four  post- 
operative days,  but  cosmetically  the  end  result  is 
superior. 

Several  biologic  factors  appear  to  accelerate 
normal  wound  healing.  None  of  these,  however, 
has  achieved  sufficient  clinical  significance  to  war- 
rant widespread  use  or  commercial  production. 
One  of  the  most  promising  is  ECS,  or  enriched 
collagen  solutions. 

Any  factor  which  will  inhibit  growth  of  tissue 
will  inhibit  wound  healing.  The  most  common 
and  most  important  single  factor,  from  a surgical 
standpoint,  is  infection.  Clean  surgical  wounds  are 
almost  never  sterile,  and  when  such  a wound  be- 
comes septic  the  most  common  source  of  the  in- 
fecting agent  is  the  patient's  skin,  the  single  most 
common  organism  being  Staphylococcus  aureus. 
This  is  often  the  case  in  minor  traumatic  wounds 
as  well. 

When  traumatic  wounds  are  treated  surgically 
with  early  debridement,  delayed  closure  on  or  af- 
ter the  fourth  day,  and  antibiotics  selected  on  the 
basis  of  culture  and  sensitivity,  the  incidence  of 
infection  should  be  no  higher  than  in  clean  surgi- 
cal wounds. 

When  topical  antibacterial  agents  are  used  on 
open  wounds  the  potential  benefits  should  be 
weighed  against  the  damage  they  may  cause  to 
living  tissue. 

In  the  germfree  state,  wound  healing  does  not 
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appear  to  be  affected  adversely  or  to  be  improved, 
as  might  be  expected. 

Experimentally,  dehiscence  and  resuture  of 
non-infected  wounds  does  not  appear  to  either  re- 
tard or  to  promote  healing  in  quality  or  in  time. 

The  by-products  of  metabolized  penicillin  G 
probably  do  not  inhibit  wound  healing,  even  when 
this  drug  is  used  in  high  doses. 

Operative  wounds  will  heal  in  a satisfactory 
manner,  although  more  slowly,  when  as  much  as 
3,000  rads  of  radiation  have  been  received  in  the 
same  area  as  late  as  two  weeks  prior  to  surgery. 

The  time-proven  scalpel  still  appears  to  be  su- 
perior to  other  newer  instruments  such  as  lasers 
and  electrocautery  for  the  vast  majority  of  surgi- 
cal procedures,  especially  for  incising  the  skin. 
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A six-bed  Coronary  Care  Unit  was  opened  at  the 
Mississippi  Baptist  Hospital  on  June  16,  1969, 
and  from  that  time  through  June  15,  1972,  1,569 
patients  were  admitted  to  the  unit.  These  patients 
were  admitted  to  the  Coronary  Care  Unit  because 
of  cardiovascular  emergencies;  all  were  not  sus- 
pected to  have  acute  myocardial  infarctions. 
However,  of  the  1,569  admissions  to  the  unit, 
there  were  417  documented  acute  myocardial  in- 
farctions. The  following  criteria  for  infarction 
were  used  besides  a history  suggestive  of  myocar- 
dial infarction,  i.e.,  chest  pain  for  example: 

1.  (a)  Diagnostic  Q waves  of  0.04  second  du- 
ration were  used  for  transmural  infarction;  (b) 
ST-T  abnormalities  which  included  ST-T  depres- 
sion of  1 mm  or  greater  or  symmetrically  coved 
“ischemic”  T wave  abnormalities. 

2.  A transient  rise  in  SGOT  of  80  units  or 
greater. 

Eighty-six  black  patients,  1,482  white  patients 
and  one  Indian  were  admitted  to  the  unit.  Only 
21  blacks  had  evidence  of  acute  myocardial  in- 
farction, compared  with  396  white  patients  with 
acute  myocardial  infarctions.  This  is  in  keeping 
with  the  lower  incidence  of  acute  myocardial  in- 
farction in  blacks  and  is  usually  associated  with 
high  blood  pressure  and/or  diabetes. 

There  was  a slightly  higher  incidence  of  myo- 
cardial infarction  in  the  months  of  January 
through  May  (see  Table  I). 

The  incidence  of  anterior  wall  myocardial  in- 
farctions and  inferior  wall  myocardial  infarctions 
was  similar  (see  Table  II). 

There  were  40  deaths  out  of  417  documented 
acute  myocardial  infarctions  or  a mortality  rate 
of  9.6  per  cent  over  the  three-year  study  period. 


From  the  Department  of  Internal  Medicine,  Mississippi 
Baptist  Hospital,  Jackson,  Miss. 


Anteroseptal  myocardial  infarction  patients  had 
a considerably  higher  mortality  rate  than  those 
with  infarctions  involving  other  areas  of  the  myo- 


The  Mississippi  Baptist  Hospital  Coronary 
Care  Unit  was  opened  in  June  1969.  The  au- 
thors report  on  the  first  three  years  of  the 
unit’s  operation  when  1,569  patients  were 
admitted.  They  discuss  the  patients  in  regard 
to  racial  aspect,  seasonal  variation  of  myo- 
cardial infarction,  localization  of  infarction, 
mortality,  arrhythmias,  conduction  defects, 
cardiogenic  shock,  asystole  and  congestive 
heart  failure. 


cardium.  This  would  lend  support  to  the  impres- 
sion that  disease  of  the  left  coronary  artery,  par- 
ticularly the  left  main  and  proximal  portion  of 
the  anterior  descending  branch,  surely  should  be 
considered  potentially  more  lethal  than  disease 
elsewhere  in  the  coronary  arterial  circulation  (see 
Table  III). 

Supraventricular  tachycardias  (atrial  and  nodal 
tachycardia,  atrial  flutter,  and  atrial  fibrillation) 
were  common.  Ninety-five  instances  of  these  ar- 
rhythmias were  found  (see  Table  IV ) : 

(1)  Atrial  tachycardia  occurred  in  15  patients 
with  inferior  wall  myocardial  infarction  and  27 
patients  with  anterior  wall  myocardial  infarction. 

(2)  Atrial  flutter  developed  in  nine  patients 
with  inferior  wall  myocardial  infarction  and  five 
patients  with  anterior  wall  myocardial  infarction. 

(3)  Atrial  fibrillation  occurred  in  18  patients 
with  inferior  wall  myocardial  infarction  and  in 
six  with  anterior  wall  myocardial  infarction. 

These  figures  indicate  that  supraventricular  ar- 
rhythmias were  more  common  in  our  patients 
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TABLE  III 

TOTAL  DEATHS  OF  MI'S 


with  inferior  wall  myocardial  infarctions  than  in 
those  with  anterior  wall  myocardial  infarctions. 
Potentially  life-threatening  arrhythmias,  ventricu- 
lar tachycardia  and  ventricular  fibrillation,  oc- 
curred in  88  of  the  patients  with  acute  myocardial 
infarction.  Ventricular  tachycardia  was  equally 
frequent  in  inferior  and  anterior  infarctions,  but 
ventricular  fibrillation  was  significantly  more  fre- 
quent in  anterior  wall  myocardial  infarctions  (see 
Table  V).  In  the  46  cases  with  ventricular  tachy- 
cardia, there  were  three  deaths.  In  the  42  cases 
of  ventricular  fibrillation,  18  patients  lived  and 
24  died.  These  arrhythmias  were  generally  man- 
aged with  lidocaine  and/or  direct  current  coun- 
tershock. 

There  was  a total  of  90  instances  of  atrioven- 
tricular block,  37  first  degree  atrioventricular 
block,  30  second  degree  atrioventricular  block, 
and  23  third  degree  atrioventricular  block.  These 


TABLE  I 

MYOCARDIAL  INFARCTIONS  AS  TO  SEASON 


Months 


Mi’s 


lime  . 

July  . 

August  . . 

September 

October 

November 

December 

January 

February 

March 

April 

May  . 


33 

29 

27 

35 

28 
33 

36 
41 


29 

41 

43 

43 


Area  of  Infarction 

Total 

Inferior  

8 

Inferolateral 

1 

Anteroseptal 

23 

Transseptal 

4 

Periapical 

1 

Subendocardial 

3 

Total 

40 

Mortality  Rate:  9.6  per  cent 


TABLE  IV 


ATRIAL  TACHYCARDIA 


A rea  of  Infarction 


Total — 3 years 


Inferior 11 

Inferolateral 4 

Anterior 6 

Anteroseptal  15 

Anterolateral 3 

Transseptal  3 

Periapical  . . 2 

Subendocardial  . ....  5 


Total 


49 


ATRIAL  FLUTTER 

Area  of  Infarction 
Subendocardial 

Inferior 

Inferolateral 

Anterior  

Anteroseptal 

Transseptal 


Totals 


1 

8 

1 

2 

3 

1 


Total 


16 


Total 417 


TABLE  II 

LOCALIZATION  OF  MI’S 
A rea  of  Infarction 


Anterior  160 

Inferior  192 

Subendocardial  50 

Periapical  3 

Basilar 1 

Transseptal  1 1 


Total  417 


ATRIAL  FIBRILLATION 


Area  of  Infarction  Totals 

Inferolateral  3 

Inferior  . 15 

Anterior  , 2 

Anteroseptal  4 

Subendocardial 4 

Transseptal  2 


Total  30 


occurred  most  frequently  in  inferior  infarction 
(see  Table  VI).  Temporary  transvenous  pace- 
makers were  used  in  14  patients  with  seven  sur- 
viving (see  Table  VII). 
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Cardiogenic  shock  was  considered  to  be  pres- 
ent in  those  patients  who  were  cyanotic,  cold, 
clammy,  mentally  obtunded,  and  in  whom  the 
blood  pressure  was  difficult  or  impossible  to  ob- 
tain by  the  usual  auscultatory  or  palpatory  meth- 
ods. Mortality  in  this  group  was  81  per  cent  (see 
Table  VIII).  Cardiogenic  shock  occurred  in  nine 
patients  with  anterior  wall  myocardial  infarction 
and  in  four  patients  with  inferior  wall  myocardial 
infarction. 

TABLE  V 


VENTRICULAR  TACHYCARDIA 

Area  of  Infarction 

T otals 

Inferior 

22 

Inferolateral 

5 

Anterior 

3 

Anteroseptal 

10 

Periapical 

1 

Transseptal 

2 

Subendocardial 

3 

Total 

46 

VENTRICULAR  FIBRILLATION 

Area  of  Infarction 

T otals 

Inferior 

14 

Inferolateral 

2 

Anterior 

7 

Anteroseptal 

12 

Anterolateral 

1 

Transseptal 

2 

Periapical 

i 

Subendocardial 

3 

Total 

42 

TABLE  VI 

CONDUCTION  DEFECTS 

° A V Blocks 

A rea  of  In farction 

Totals 

1st  °AV  block  . . 

...  .Inferior 

26 

Anterior 

3 

Anteroseptal 

5 

Anterolateral 

1 

Inferolateral 

2 

2nd  °AV  block 

Inferior  & lateral 

21 

Anteroseptal 

6 

Anterior 

2 

Transseptal 

1 

3rd  °AV  block  . . . 

Inferior 

1 1 

Anterior 

2 

Anteroseptal 

5 

Transseptal 

1 

Subendocardial 

2 

Inferolateral 

2 

TABLE  VII 

TEMPORARY  PACEMAKERS 


Area  of  Infarction 

T otals 

Inferior 

8 

Anteroseptal  

3 

Transseptal 

Anterior 

2 

1 

Total 

14 

Died 

7 

Survived 

7 

TABLE  VIII 

CARDIOGENIC  SHOCK 

Area  of  Infarction 

Totals 

Anteroseptal 

Anterolateral 

6 

1 

Inferolateral 

4 

Transseptal 

1 

2 

Subendocardial 

Anterior 

2 

Total 

16 

Died 

13 

Survived 

3 

TABLE  IX 

ASYSTOLE 

Area  of  Infarction 

Totals 

Anterior 

6 

Anteroseptal 

Anterolateral 

2 

1 

Inferior 

Unknown 

Subendocardial 

1 

2 

1 

Total 

13 

Total  survived 

2 

Total  died 

u 

Mortality  Rate:  85  per  cent 


Asystole  occurred  in  13  patients  (see  Table 
IX).  There  were  two  survivors.  Asystole  occurred 
in  nine  patients  with  anterior  wall  myocardial  in- 
farction and  only  one  with  inferior  wall  myocar- 
dial infarction.  Intraventricular  conduction  blocks 
with  anteroseptal  infarcts  presumably  cause  this 
lethal  arrhythmia. 
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THREE-YEAR  STUDY  / Rosenblatt  et  al 

Acute  pulmonary  edema  occurred  in  1 3 pa- 
tients. This  complication  was  much  more  frequent 
in  anteroseptal  myocardial  infarctions  than  in- 
farctions of  other  areas  (see  Table  X).  Seven 
survived  and  six  died. 

TABLE  X 

PULMONARY  EDEMA 


Area  of  Infarction  Totals 


Inferior  3 

Anteroseptal  5 

Subendocardial  1 

Anterolateral  2 

Intramural  1 

Transseptal  1 


Total  13 

Total  survived 7 

Total  died  6 


CONCLUSIONS 

We  believe  that  the  low  mortality  rate  found 
was  due  in  large  part  to  the  nursing  care  the  pa- 
tients received  in  the  Coronary  Care  Unit  and 
would  compare  favorably  with  other  figures  re- 
ported throughout  the  country.  Also,  there  was 
a marked  degree  of  cooperation  among  members 
of  the  medical  staff  of  the  Mississippi  Baptist 
Hospital  in  moving  patients  to  and  from  the  unit; 
thus  enabling  more  patients  to  be  exposed  to  the 
high  quality  of  care  found  there. 

In  addition,  the  administration  of  the  Missis- 
sippi Baptist  Hospital  made  every  effort  to  pro- 
vide the  latest  and  most  up-to-date  facilities  and 
equipment  to  be  used  in  the  unit. 

It  is  hoped  that  with  continued  use  of  such 
units,  the  mortality  and  morbidity  associated  with 
acute  myocardial  infarction  may  be  further  re- 
duced. ★★★ 

1151  North  State  Street  (39201) 


SHOCK  YET  TO  COME 

The  young  husband  had  settled  in  his  favorite  armchair  and 
started  to  read  the  evening  paper.  His  wife  of  a few  months  was 
sitting  opposite  him. 

Pulling  out  her  knitting,  she  remarked  shyly,  “I  went  to  see  the 
doctor  today.” 

He  continued  reading  for  a minute,  then  looking  up  he  asked 
absently,  “Oh  did  you,  dear.  . . . How  is  he?” 

— Standard  Flashes 


DEFINITE  DEFINITION 


Parking  Space:  an  unoccupied  area  along  the  curb  on  the  other 
side  of  the  street. 


— L.  J.  Goodyear 
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Epistaxis:  A Constant  Perplexing  Problem 


DAVID  M.  DOAN,  M.D. 
Jackson,  Mississippi 


Epistaxis  is  a relatively  common  occurrence 
among  all  age  groups.  Approximately  80-90  per 
cent  of  all  nosebleeds  stop  without  any  treatment 
and  without  complications.  The  remaining  need 
some  form  of  local  therapy.  1 stress  the  point  of 
local  versus  systemic  therapy  (so-called  clotting 
drugs)  because  I would  like  to  emphasize  that  al- 
most all  non-traumatic  nosebleeds  are  a conse- 
quence of  local  tissue  problems  that  may  or  may 
not  have  been  brought  on  by  some  systemic  fac- 
tor, usually  not  a clotting  factor.  This  will  be  dis- 
cussed further  under  therapy. 

The  etiology  of  epistaxis  and  site  of  bleeding 
is  variable.  In  children  almost  all  nosebleeds  are 
of  the  anterior  variety,  most  likely  secondary  to 
nose  picking,  occasional  blunt  trauma,  and  pos- 
sibly a foreign  body.  The  young  adult  displays 
mainly  anterior  nosebleeding,  but  the  incidence 
of  posterior  epistaxis  shows  some  increase.  In  the 
older  age  group  (over  40)  the  incidence  of  pos- 
terior epistaxis  becomes  ever  more  increasing.  In 
all  age  groups,  especially  the  older  group,  the 
presence  of  malignancy  should  be  considered  in 
the  differential  diagnosis.  Septal  deviations, 
whether  congenital  or  traumatic,  can  also  be  a 
cause  of  nosebleeds.  They  cause  a variation  in  the 
airflow  patterns  in  the  nose  and  an  excess  drying 
of  the  mucosa  over  vessels  in  certain  areas.  This, 
in  combination  with  some  phenomena  that  cause 
an  increase  in  vascular  pressure  (i.e.  sneezing, 
coughing,  or  hypertension),  can  cause  rupture  of 
some  intranasal  vessels. 

In  the  routine  workup  of  patients  with  epistaxis 
we  have  found  the  most  common  pitfalls  to  be 
among  the  following: 

( 1 )  Inadequate  prepacking  evaluation  and 
treatment. 

Remedy — Most  patients  with  epistaxis  are  not 
in  hypovolemic  shock,  unless  there  are  other 
bleeding  sites.  If  patient  is  not  shocky,  usually  10- 
15  mg  of  Morphine  Sulfate  can  be  given  to  abate 
apprehension  and  help  to  lower  the  blood  pres- 

From  the  Division  of  Otolaryngology,  University  of 

Mississippi  School  of  Medicine,  Jackson,  Miss. 


sure.  Many  patients  with  a mild  bleed  will  have 
stopped  by  the  time  the  physician  arrives  at  the 
emergency  room. 


The  author,  UMC  chief  resident  in  oto- 
laryngology, discusses  the  common  problem 
of  epistaxis  in  regard  to  etiology,  site  of 
bleeding  and  appropriate  therapy.  He  also 
gives  common  pitfalls  found  in  routine  work- 
up of  patients  with  epistaxis  and  the  steps 
necessary  to  remedy  each.  The  importance 
of  taking  care  in  the  primary  evaluation  and 
packing  of  the  nosebleed  is  emphasized. 


(2)  Inadequate  or  inaccurate  nasal  packing. 

Remedy  (a)  Layered  packing  of  sterile  vase- 
line gauze  in  an  accordian  fashion  to  exert  more 
pressure  in  small  crevices. 

(b)  Both  sides  should  be  packed  in  an  anterior 
bleeder  because  of  the  flexibility  of  the  septum. 

(c)  Posterior  packing  is  most  easily  applied, 
even  by  the  inexperienced,  with  the  use  of  a 30  cc 
Foley  catheter  inflated  with  12-15  cc  FLO.  Pos- 
terior nasal  pressure  is  exerted  by  anterior  ten- 
sion on  this  catheter  anchored  with  an  umbilical 
clamp  anteriorly.  Care  must  be  taken  to  pad  care- 
fully between  the  clamp  and  the  external  nares 
to  prevent  necrosis. 

(d)  If  posterior  packs  are  used,  anterior  packs 
are  needed. 

(e)  Classical  posterior  packs  cannot  be  placed 
adequately  without  excruciating  pain  in  the  pa- 
tient unless  general  anesthesia  is  used.  We  have 
one  documented  case  of  a myocardial  infarct  suf- 
fered by  a patient  getting  a classical  pack  (i.e. 
lamb’s  wool,  etc.)  placed  in  posteriorly  at  the 
University  Medical  Center. 

(3)  Unsubstantiated  dependence  on  systemic 
drugs  to  slow  down  or  stop  epistaxis. 

Remedy — Several  drugs  have  been  marketed 
for  many  years  as  having  hemostatic  properties, 
such  as  Premarin,  Adrenosem,  and  Vitamin  K 


SEPTEMBER  1973 


395 


EPISTAXIS  / Doan 

preparations.  Most  of  these  have  such  a slow  on- 
set of  action  (varying  from  hours  to  days)  that 
their  benefit  is  of  little  consequence  in  the  treat- 
ment of  acute  nosebleed.  There  may  be  some 
place  for  them,  if  a specific  bleeding  anomaly  is 
identified  after  the  acute  bleed  is  controlled  ade- 
quately. If  no  specific  bleeding  problem  can  be 
identified  and  the  bleeding  continues,  ligation 
should  be  seriously  considered. 

(4)  Too  much  cauterization. 

Remedy — Electrocautery  and  silver  nitrate 
sticks  (100  per  cent)  should  be  used  on  septal 
bleeders  with  extreme  caution  as  septal  perfora- 
tion may  occur  secondary  to  avascular  necrosis, 
thus  creating  a problem  that  is  worse  than  the 
one  corrected.  These  perforations,  in  most  cases, 
cannot  be  surgically  closed  and  cause  recurrent 
epistaxis  themselves  and  an  occasional  malprac- 
tice suit. 

The  physician  should  more  properly  do  one  or 
more  of  the  following: 

(a)  Inject  around  the  bleeding  site  with  one 
per  cent  Xylocaine  with  1 : 100,000  epinephrine. 

(b)  Pack  the  nose  anteriorly  bilaterally  with 
sterile  vaseline  gauze. 

(c)  Perform  light  cautery  with  25  per  cent 
silver  nitrate  (or  weaker). 

If  the  nose  is  packed  and  bleeding  is  controlled, 
all  packs  are  left  in  48  hours.  Hgb/Hct  is  drawn 
stat  and  is  followed  every  12  hours  on  hospital- 
ized patients.  The  patient  should  be  placed  on 
sedative/ pain  combination,  antibiotics,  and  de- 


congestants. If  hospitalized,  IV  fluid  therapy 
should  be  maintained.  If,  after  what  is  considered 
adequate  packing  and  sedation  by  the  attending 
physician,  the  bleeding  continues,  the  patient 
should  be  considered  for  ligation  of  vessels,  ei- 
ther in  the  OR  at  that  hospital,  if  it  is  equipped 
with  an  operating  microscope,  or  at  some  center 
which  is  equipped  with  one.  We  believe  that  this 
is  a better  policy  than  waiting  for  systemic  drugs 
to  stop  the  bleeding,  especially  if  no  specific 
bleeding  anomaly  has  been  determined. 

The  operations  for  nasal  bleeding  include  liga- 
tion of  the  internal  maxillary  artery  (posterior 
nosebleeds)  and  the  ethmoid  artery  (high  anteri- 
or nosebleeds).  Silver  clips  are  applied  with  the 
use  of  the  operating  microscope.  The  surgery  is 
usually  done  under  light  general  anesthesia;  how- 
ever, it  could  be  done  under  local  anesthesia.  The 
morbidity  of  treating  the  patient  this  way  is  much 
less  than  having  the  nose  packed  for  several  days, 
and,  in  many  cases,  the  hospital  stay  is  decreased. 

CONCLUSION 

In  conclusion,  the  treatment  of  an  epistaxis 
case  can  be  a frightening  task  to  almost  anyone, 
especially  the  young  and  inexperienced,  but  if 
one  will  take  care  in  the  primary  evaluation  (in- 
cluding Hx,  P.E.  and  lab)  and  packing  of  the 
nosebleed,  not  only  will  the  physician  feel  more 
comfortable  treating  these  patients,  but  this  form 
of  therapy  will  be  more  gratifying  to  the  patient. 

★★★ 

2500  North  State  Street  (39216) 


THE  TRUTH  OF  THE  MATTER 

Husband,  angrily  to  wife:  “What  do  you  know  about  money 
matters?” 

“Only  that  it  does,”  she  replied  sweetly. 

— Copied 


SMALL  BUT  CONVENIENT 

The  new  compact  homes  are  remarkably  convenient.  If  you 
are  in  the  living  room  and  want  to  go  to  the  bedroom,  you  just 
stay  where  you  are. 
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NATIONAL  AND  REGIONAL 

American  Medical  Association,  Clinical  Conven- 
tion, Dec.  1-5,  1973,  Anaheim,  Calif.  Annual 
Convention,  June  22-27,  1974,  Chicago.  Ern- 
est B.  Howard,  Executive  Vice  President,  535 
N.  Dearborn  St.,  Chicago,  111.  60610. 

Southern  Medical  Association,  67th  Annual 
Scientific  Meeting,  November  12-15,  1973,  San 
Antonio.  SMA,  2601  Highland  Ave.,  Birming- 
ham, Ala.  35205. 

STATE  AND  LOCAL 

Mississippi  Academy  of  Family  Physicians,  An- 
nual Meeting,  July  11-13,  1974,  Biloxi.  Mrs. 
Alyce  Palmore,  Executive  Secretary,  P.O.  Box 
12330,  Jackson  39211. 

Mississippi  State  Medical  Association,  106th  An- 
nual Session,  May  6-9,  1974,  Biloxi.  Charles 
L.  Mathews,  Executive  Secretary,  735  River- 
side Drive,  Jackson  39216. 

Amite-Wilkinson  Counties  Medical  Society,  Third 
Monday,  March,  June,  September,  December. 
James  S.  Poole,  The  Field  Clinic,  Centreville 
39631,  Secretary. 

Central  Medical  Society,  First  Tuesday,  January, 
March,  May,  September,  November,  6:30 
p.m.,  Prinios  Northgate  Restaurant,  Jackson. 
Max  Pharr,  B6  Medical  Arts  Building,  1151 
N.  State  St.,  Jackson  39201,  Secretary. 

Claiborne  County  Medical  Society,  1st  Tuesday 
each  month,  6:00  p.m.,  Claiborne  County  Hos- 
pital, Port  Gibson.  D.  M.  Segrest,  P.O.  Box 
147,  Port  Gibson  39150,  Secretary. 

Clarksdale  and  Six  Counties  Medical  Society, 
Third  Wednesday,  April,  and  First  Wednesday, 
November,  2:00  p.m.,  Clarksdale.  Glenn  L. 
Wegener,  1967  Hospital  Drive,  Clarksdale 
38614,  Secretary. 

Coast  Counties  Medical  Society,  First  Wednes- 
day, January,  March,  May,  September  and  No- 
vember. J.  H.  Gaddy,  4502  15th  St.,  Gulfport 
39501,  Secretary. 

Delta  Medical  Society,  Second  Wednesday,  April 
and  October.  Walter  H.  Rose,  122  E.  Baker 
St.,  Indianola  38751,  Secretary. 

DeSoto  County  Medical  Society,  Third  Thursday, 
February  and  August,  1:00  p.m.,  Kenny’s  Res- 


taurant, Hernando.  Malcolm  D.  Baxter,  Jr., 
Baxter  Clinic,  Hernando  38632,  Secretary. 

East  Mississippi  Medical  Society,  First  Tuesday, 
February,  April,  June,  October,  and  December. 
Reginald  P.  White,  East  Mississippi  State  Hos- 
pital, Meridian  39301,  Secretary. 

Adams  County  Medical  Society,  First  Tuesday, 
February,  April,  June,  August,  October,  and 
December,  Eola  Hotel  Roof,  Natchez.  Walter 
T.  Colbert,  Jefferson  Davis  Memorial  Hospital, 
Natchez  39120,  Secretary. 

North  Central  District  Medical  Society,  Third 
Wednesday,  March,  June,  September,  and  De- 
cember. Robert  B.  Townes,  1196  Mound  St., 
Grenada  38901,  Secretary. 

Northeast  Mississippi  Medical  Society,  First 
Thursday,  March,  June,  September,  and  De- 
cember. Jack  A.  Stokes,  207  Holmes  Rd., 
Pontotoc  38863,  Secretary. 

North  Mississippi  Medical  Society,  First  Thurs- 
day, April  and  October.  Cherie  Friedman, 
1004  Jackson  Ave.,  Oxford  38655,  Secretary. 

Pearl  River  County  Medical  Society,  Second 
Monday,  March,  June,  September,  and  Decem- 
ber. J.  C.  Griffing,  Crosby  Memorial  Hospital, 
Picayune  39466,  Secretary. 

Prairie  Medical  Society,  Second  Tuesday,  March, 
June,  September,  and  December.  W.  C.  Welch, 
P.O.  Box  5448,  Mississippi  State  39762,  Sec- 
retary. 

Singing  River  Medical  Society,  Third  Monday, 
January,  March,  May,  July,  September,  and 
November.  Jeff  Hodges,  1365  Market  St.,  Pas- 
cagoula 39567,  Secretary. 

South  Central  Mississippi  Medical  Society,  Sec- 
ond Tuesday,  March,  June,  September,  and 
December.  Julian  T.  Janes,  Jr.,  304  Clark,  Mc- 
Comb  39648,  Secretary. 

South  Mississippi  Medical  Society,  Second  Thurs- 
day, March,  June,  September,  and  December. 
Larry  J.  Hammett,  2601  Mamie  St.,  Hat- 
tiesburg 39401,  Secretary. 

West  Mississippi  Medical  Society,  Second  Tues- 
day, January,  April,  July,  and  October,  6:30 
p.m.,  Magnolia  Motor  Motel,  Vicksburg.  Mar- 
tin E.  Hinman,  The  Street  Clinic,  Vicksburg 
39180,  Secretary. 
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Radiologic  Seminar  CXXXI: 
Pulmonary  Mucoviscidosis 


A.  W.  SULLIVAN,  M.D. 
Meridian,  Mississippi 


Since  death  due  to  pulmonary  complications  is 
extremely  high  in  mucoviscidosis,  early  recogni- 
tion is  the  most  important  contribution  the  radi- 
ologist can  make  toward  salvaging  the  patient’s 
life.  Mucoviscidosis  is  a hereditary  disease,  oc- 
curring in  1:600  births,  due  to  a generalized  dys- 
function of  exocrine  glands. 

The  chest  x-ray,  particularly  in  its  earliest 
stages,  is  not  diagnostic.  Therefore,  any  persistent 
abnormal  density  should  be  considered  as  pos- 
sible cystic  fibrosis  and  correlated  with  clinical 
and  laboratory  studies.  The  early  x-ray  findings 
include  air  trapping,  pneumonitis  and  atelectasis; 
the  late  findings  are  bronchiectasis,  pulmonary  fi- 
brosis and  cor  pulmonale. 

Air  trapping  (emphysema,  a less  descriptive 
term)  is  recognized  by  increased  radiolucency  of 
the  lungs,  flattening  of  the  diaphragm  (tenth  rib 
posteriorly)  and  increased  AP  diameter  of  the 
chest.  Fluoroscopy  will  show  reduced  air  flow  in- 
to the  lungs.  An  entire  lobe  may  collapse  due  to 
bronchial  obstruction  by  viscid  mucous  prior  to 
bronchial  infection.  Bilateral  bronchopneumonia 
is  variable  in  degree  and  extent.  Bronchi,  not  seen 
in  the  normal  lung,  become  visible  due  to  thicken- 
ing by  inflammation  or  by  peribronchial  fibrosis, 
or  if  they  are  filled  by  mucus.  Fibrosis  is  an  out- 
standing feature  in  late  stages.  If  an  infection  ex- 
tends outside  the  bronchioles,  focal  consolidation 
occurs  in  patchy  areas  of  various  sizes.  Although 
staphylococcus  is  the  most  common  cause  of 

Sponsored  by  the  Mississippi  Radiological  Society. 


pneumonia  in  this  disease,  there  is  a staphylococ- 
cal paradox  since  pleural  effusion  does  not  occur 
as  a rule. 


Figure  1 . A 3-year-old  white  female  is  shown  with 
early  changes  of  mucoviscidosis. 
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Enlarged  lymph  nodes,  as  well  as  vascular 
shadows,  have  been  reported  as  contributing  to 
the  large  hila.  Radiating  linear  densities  often  pre- 
dominate in  the  right  subhilar  area.  Both  pulmo- 
nary and  bronchiectatic  abscesses  in  great  num- 
bers cause  fine  and  coarse  stipling  of  the  lungs. 
Some  of  the  peribronchial  abscesses  rupture  into 
the  bronchial  lumen  and  cause  a cystic  appear- 
ance when  filled  with  air.  Progression  of  the  dis- 
ease leads  to  pulmonary  artery  hypertension,  cor 
pulmonale  and  death. 

Diagnosis  should  be  based  on  the  presence  of 
two  of  the  following:  (1)  family  history,  (2) 
chest  x-ray,  (3)  decreased  enzymes  and  (4)  re- 
peated positive  sweat  tests  (most  consistent  find- 
ing but  not  reliable  on  one  examination  and  not 
valid  before  the  infant  is  three  months  of  age). 

The  differential  diagnosis  should  include  those 
conditions  which  produce  obstructive  emphysema; 
namely  acute  viral  bronchiolitis,  congenital  de- 
ficiency of  gamma  globulin,  asthmatic  bronchitis, 
multiple  abscess  formation  due  to  staphylococcus 
and  fungus  infection,  miliary  tuberculosis,  aspira- 
tion of  irritants,  salicylate  poisoning  and  the  syn- 
drome of  Aldrich. 

The  early  ventilatory  difficulties  usually  re- 
spond well  to  local  treatment  (bronchial  aspira- 
tion and  in  situ  instillation  of  antibiotic  and  muco- 
litic  agents)  which  is  thought  by  some  to  be  pref- 
erable to  systemic  antibiotherapy.  *** 

1418  22nd  Avenue  (39301) 


A psychiatrist 
as  others  do. 


is  someone  who  doesn't  have  to  worry  as  long 
— Kansas  Medical  Journal 
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The  President  Speaking 

“The  Printed  Word” 

ARTHUR  A.  DERRICK,  JR.,  M.D. 

Durant,  Mississippi 


At  this  point  in  time  I realize  that  I may  not  possess  the  exper- 
tise to  coordinate  any  guidelines  for,  or  present  any  finalized 
format  for  a categorized  methodology  that  would  have  any  utilizable 
input  or  ongoing  thrust  into  the  feasibility  of  a regionalized  de- 
livery system  of  plain  old  words!  Perhaps  my  backup  profile  of  the 
norms  and  percentiles  is  coterminous  with  a resource  bank  that 
reflects  an  unmonitored  lack  of  mobility  or  maldistribution,  quite 
possibly  paramedical  in  nature! 

I find  that  now  that  I must  wade  through,  literally,  reams  of 
the  printed  word,  my  attention  is  constantly  being  distracted  by 
the  innumerable  neologisms  with  which  these  missiles  are  peppered. 
I still  haven’t  quite  forgiven  the  divines  for  revising  the  King  James 
Version  of  the  Bible,  so  you  see  I am  conceivably  a little  biased 
on  the  subject. 

T am  no  semanticist,  but  I truly  believe  Hayakawa  would  exclaim 
in  horror,  and  probably  in  Japanese,  at  some  of  the  mind-boggling 
gobbledygook  contained  in  the  supposedly  informative  material 
we  get  now  from  all  quarters. 

My  plea  is  for  a return  to  standard  basic  English.  After  all  there 
are  a few  printable  good  old  Anglo-Saxon  four-letter  words  left! 
Let’s  use  them!  ★★★ 
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AMA  Environmental,  Occupational,  and 

Public  Health  Council  Issues 
Venereal  Disease  Statement 


Gonorrhea  ranks  first  (excluding  influenza) 
and  syphilis  third  among  the  reportable  diseases 
in  the  United  States.  During  1972,  there  were 
767,215  gonorrhea  cases  reported,  14.5  per  cent 
higher  nationally  than  the  previous  year  and  more 
than  double  the  number  reported  in  1965.  In- 
creases have  occurred  in  all  parts  of  the  nation 
and  in  all  age  and  sex  groups,  but  the  largest  con- 
centration of  cases  is  in  the  15-24  year  age  group. 
Allowance  for  both  under  reporting  and  failure 
to  diagnose  all  cases  as  they  occur  suggests  that 
the  actual  occurrence  of  gonorrhea  infection  last 
year  was  about  2.5  million. 

The  Center  for  Disease  Control  estimates  that 
the  reservoir  of  gonorrhea  includes  6 to  800,000 
females  and  about  100,000  males  who  are  asymp- 
tomatic. To  help  reduce  this  reservoir  of  silent 
carriers,  most  states  have  implemented  gonorrhea 
screening  programs  for  females.  The  Center  for 
Disease  Control  reports  that  from  July  1972  to 
March  1973  there  were  3,117,022  females 
screened  and  158,604  (5.1  per  cent)  had  a posi- 
tive test  for  gonorrhea.  Of  664,1  10  females  tested 
in  private  physician  offices  throughout  the  nation, 
2.5  per  cent  had  a positive  culture  for  gonorrhea. 
The  council  urges  medical  societies  to  promote 
gonorrhea  culture  screening  among  females. 

During  1972,  syphilis  morbidity  (all  stages) 
exceeded  91,000  reported  cases.  The  number  of 
congenital  syphilitics  under  one  year  of  age  num- 
bered 383  in  1972.  Reported  cases  of  primary 
and  secondary  syphilis  (the  infectious  stages) 
numbered  24,429,  up  3 per  cent  from  the  previ- 


ous year,  with  an  estimated  85,000  cases  oc- 
curring annually.  Because  large  numbers  have 
escaped  detection  over  the  years,  it  is  estimated 
that  if  every  person  in  the  United  States  could  be 
tested  for  syphilis  today,  about  V2  million  previ- 
ously untreated  cases  would  be  found. 

An  important  procedure  used  to  identify  per- 
sons infected  with  syphilis  or  gonorrhea  is  labora- 
tory reporting  to  public  health  authorities  of  those 
persons  who  have  a positive  test  for  either.  The 
patient  is  contacted  through  his  own  physician 
for  diagnosis  and  treatment  if  necessary.  . . . Ex- 
perience has  shown  that  many  laboratories  refuse 
to  report  persons  with  a positive  test  for  venereal 
disease  to  the  health  department  until  it  is  re- 
quired by  law  or  regulation.  The  council  recom- 
mends that  medical  societies  in  these  states  not 
having  such  laws  take  appropriate  action  for  the 
enactment  of  laws  or  regulations  that  require 
laboratories  to  report  the  positive  venereal  tests. 

With  the  exception  of  Wisconsin,  all  the  states 
now  have  laws  or  regulations  permitting  the  treat- 
ment of  minors  for  venereal  disease  without  paren- 
tal consent.  It  is  believed,  however,  that  some  of 
the  states’  laws  and  regulations  are  so  worded 
to  make  them  inadequate.  Also,  some  of  the  states 
might  improve  their  laws  by  broadening  the  age 
group  definition  of  minors. 

Physicians  in  private  practice  treat  approxi- 
mately 80  per  cent  of  the  syphilis  and  gonorrhea 
that  comes  to  diagnosis  but  report  to  public  health 
departments  only  one  out  of  every  eight  cases  of 
syphilis  and  one  out  of  every  nine  cases  of  gonor- 
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rhea  they  treat.  Physicians  should  assist  public 
health  departments  by  reporting  the  venereal  dis- 
ease cases  they  treat.  Medical  societies  are  urged 
to  cooperate  and  give  broad  support  to  public 
health  authorities.  Much  effort  must  still  be  made 
by  health  departments  and  medical  societies  to 
foster  mutual  trust  so  that  public  and  private 
medicine  can  work  effectively  for  the  control  of 
both  syphilis  and  gonorrhea.  Most  state  and  some 
local  health  departments  have  venereal  disease 
interviewer-investigators  who  can  work  confiden- 
tially with  the  patient  and  his  contacts  to  deter- 
mine the  source  and  spread  of  his  infection.  The 
council  urges  the  physician  to  utilize  the  services 
of  these  trained  investigators. 

Adequate  therapy  of  venereal  disease,  using  the 
right  forms  and  dosages  of  antibiotics,  is  essential. 
Neisseria  gonococci  has  shown  the  ability  to  de- 
velop resistance  to  penicillin  to  the  point  where 
the  recommended  dosage  now  is  4.8  million  units 
of  Aqueus  procaine  penicillin  for  the  treatment  of 
gonorrhea  in  both  males  and  females.  It  is  antici- 
pated that  additional  changes  in  treatment  may 
have  to  be  made  from  time  to  time  as  increasing 
resistance  becomes  a problem  or  more  effective 
antibiotics  are  discovered.  For  this  reason  the 
council  urges  that  medical  societies  impress  upon 
their  members  the  need  for  keeping  abreast  of 
changes  in  the  recommended  therapy  of  the 
venereal  diseases. 

The  council  encourages  the  publication  of  more 
articles  in  professional  journals  on  venereal  dis- 
ease and  its  control  for  the  guidance  of  the  profes- 
sion. Medical  societies  are  asked  to  support  edu- 
cation of  parents  and  the  public  through  more  ex- 
tensive and  imaginative  use  of  all  available  media 
and  through  school  curriculum. 

The  council  urges  medical  societies  to  acquaint 
their  membership  with  the  growing  and  alarming 
dimensions  of  the  venereal  disease  problem.  Phy- 
sicians should  take  all  appropriate  measures  to 
reverse  the  rise  in  venereal  disease  and  bring  it 
under  control. 

535  N.  Dearborn  St. 

Chicago,  111.  60610 

Mississippi  Makes  Plans 
for  the  Bicentennial 

On  July  4,  1776,  the  Continental  Congress 
adopted  the  Declaration  of  Independence  pro- 
claiming that  “the  United  Colonies  are,  and  of  a 
Right  ought  to  be.  Free  and  Independent  States.” 


Ever  since  that  fateful  July  day,  Americans  have 
celebrated  Independence  Day  as  the  official  birth- 
day of  the  United  States  of  America.  As  a people, 
we  are  fast  approaching  our  two  hundredth  birth- 
day— the  Bicentennial  Observance  of  our  Inde- 
pendence. Preparations  for  that  observance  began 
in  1966  when  Congress  established  the  American 
Revolution  Bicentennial  Commission.  Dedicated 
to  the  theme  “A  Past  to  Honor:  A Future  to 
Mold,”  the  National  Bicentennial  Commission  has 
been  striving  to  make  the  two  hundredth  anni- 
versary of  our  country  a meaningful  and  lasting 
national  experience.  President  Richard  M.  Nixon 
in  his  charge  to  the  commission  captures  well  this 
Spirit  of  1976:  “America  is  50  states.  America  is 
big  cities,  small  cities  and  small  towns.  It  is  all 
the  homes  and  all  the  hopes  of  208  million  people. 
That  is  why  we  want  this  celebration  to  be  na- 
tional. It  must  go  directly  to  the  people  and  de- 
rive its  strength  from  the  people.” 

In  keeping  with  the  President’s  charge,  the 
American  Revolution  Bicentennial  Commission 
has  decided  that  the  Bicentennial  Observance 
should  be  much  more  than  a one-day  celebration 
and  should  not  be  limited  in  scope  to  commem- 
orating the  revolution  alone.  It  should  be  a rele- 
vant commemoration  of  our  heritage.  Activities 
for  1976  will  be  designed  to  enable  the  citizenry 
to  reflect  upon  America's  heritage,  place  it  in  his- 
torical perspective,  and  provide  goals  and  direc- 
tion for  our  future  as  a nation.  Certain  themes 
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and  guidelines  have  been  provided  by  the  officials 
in  Washington,  D.  C.,  but  it  is  up  to  the  state 
commissions  to  plan,  implement  and  coordinate 
programs  within  the  respective  states. 

That  is  why  the  Mississippi  Legislature  in  1972 
created  the  Mississippi  American  Revolution  Bi- 
centennial Commission.  Chaired  by  the  Honorable 
James  P.  Coleman  of  the  United  States  Court  of 
Appeals,  Fifth  Judicial  Circuit,  it  is  the  duty  of 
this  commission  “to  assist  the  American  Revolu- 
tion Bicentennial  Commission  in  preparing  and 
executing  activities  relating  to  the  celebration  of 
the  second  century  of  our  nation’s  independence.” 

On  the  state  level  the  Mississippi  commission 
has  undertaken  the  following  projects: 

1.  Restoration  of  Jefferson  College,  birthplace 
of  Mississippi's  statehood,  as  a museum  for  south- 
west Mississippi. 

2.  Publication  of  the  History  of  Mississippi  un- 
der the  editorship  of  Dr.  R.  A.  McLemore,  Di- 
rector of  the  Mississippi  Department  of  Archives 
and  History. 

3.  Participation  in  the  Franklin  Mint-sponsored 
medal  contest  which  has  recently  been  completed. 

4.  Publication  of  a special  issue  of  the  Journal 
of  Mississippi  History  in  February,  1975,  dedi- 
cated to  Mississippi  during  the  colonial  and  revo- 
lutionary periods. 

5.  Publication  of  a brochure  to  be  entitled 
“Mississippi  During  the  American  Revolution”  to 
be  made  available  to  our  school-age  youth. 

6.  Designation  of  Sunday,  July  4,  1976,  as  “A 
Special  Day  of  Worship  and  Thanksgiving.” 

7.  Co-sponsorship  of  “Mississippi’s  Bicenten- 
nial Folk  Voices,”  an  annual  series  of  concerts  to 
be  held  at  the  Old  Capitol  Museum  featuring  Mis- 
sissippi musicians  who  possess  unique  musical 
skills  and  styles.  (Every  effort  is  being  made  to 
have  these  concerts  televised  by  Educational  Tele- 
vision so  that  all  Mississippians  can  enjoy  them.) 

8.  Publication  of  a work  on  “Mississippiana" 
which  shall  be  composed  of  materials  on  Missis- 
sippi’s past  researched  and  written  by  our  young 
people. 

9.  Participation  in  the  Library  of  Congress’ 
“Liberty  and  Learning”  project,  the  purpose  of 
which  is  the  locating  and  processing  of  original 
source  material  (written  or  printed)  in  Mississippi 
which  relates  to  the  era  of  the  American  Revolu- 
tion. 

10.  Publication  of  Historic  Mississippi:  Missis- 
sippi’s Entries  on  the  National  Register  of  Historic 
Places. 

1 1.  Sponsorship  of  an  exhibit,  “The  Main 
Campaign,”  which  examines  the  history  of  Presi- 
dential elections  through  the  memorabilia  which 
have  survived.  To  be  held  in  1974  at  the  Old 


Capitol  Museum,  this  exhibit  has  been  secured 
with  the  assistance  of  the  Pennsylvania  American 
Revolution  Bicentennial  Commission.  (Every  ef- 
fort is  being  made  to  have  this  exhibit  televised 
by  Educational  Television  so  that  all  our  people 
might  be  able  to  benefit  from  it.) 

In  addition  to  the  above,  the  Mississippi  Ameri- 
can Revolution  Bicentennial  Commission  is  con- 
sidering publishing  and/or  microfilming  British 
and  Spanish  documents  which  relate  to  the  colonial 
and  revolutionary  periods.  Also,  the  commission 
has  endorsed  the  establishment  of  Fort  Maurepas 
Historic  Site  and  the  development  of  Jacinto 
Court  House. 

As  important  as  these  projects  might  seem,  the 
real  celebration  of  our  Independence  will  be  in 
the  hearts  and  minds  of  our  people.  For  this  bi- 
centennial to  have  a lasting  impact  on  the  history 
of  our  nation,  people  are  going  to  have  to  ask 
themselves:  “What  can  1 do  to  improve  life  where 
I live?  What  can  I do  to  help  others  and  in  the 
process  help  realize  the  ideas  and  the  ideals  for 
which  men  lived  and  died  some  two  centuries 
ago?”  The  bicentennial  offers  an  unparalleled  op- 
portunity for  all  Mississippians  to  come  together 
in  the  spirit  of  trust,  dedication  and  cooperation 
to  reflect  on  who  they  are  and  where  they  want 
to  go. 

Believing  strongly  that  the  Bicentennial  Cele- 
bration must  derive  its  strength  from  the  “grass 
roots,”  from  the  people  in  Mississippi’s  communi- 
ties, the  Mississippi  American  Revolution  Bicen- 
tennial Commission  has  authorized  a Community 
Bicentennial  Guide  and  a Bicentennial  Newsletter 
to  assist  community  leaders  as  they  participate  to- 
gether in  Community  Bicentennial  Committees. 
The  Guide  is  something  of  a manual  of  operations 
for  the  local  committees.  The  purpose  of  the 
Newsletter  is  to  inform  Mississippians  of  the  bi- 
centennial and  to  coordinate  bicentennial  planning 
throughout  the  state. 

The  commission  believes  that  the  thrust  of  the 
Bicentennial  Celebration,  as  opposed  to  earlier 
celebrations  in  American  History,  should  be  in- 
deed the  “Honoring  of  Our  Past”  and  “Molding 
of  Our  Future.”  Rather  than  sponsoring  the  grow- 
ing of  beards,  each  community  is  being  challenged 
to  use  the  bicentennial  as  a vehicle  to  accomplish 
meaningful  objectives  and  bring  about  construc- 
tive change.  These  objectives  will  vary  from  com- 
munity to  community.  For  one  community  it 
might  involve  urban  beautification;  for  another 
improving  recreational  facilities  for  the  young  and 
old;  for  another  preserving  or  restoring  historic 
buildings;  and  for  yet  another  developing  its 
aesthetic  resources. 
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With  the  interest  and  support  of  all  Mississip- 
pians,  the  Bicentennial  Celebration  can  contribute 
mightily  to  making  our  third  century  of  freedom 
still  greater  than  the  century  which  shall  end  July 
4,  1976. 

Perry  A.  Snyder,  Director 
Mississippi  American  Revolution 
Bicentennial  Commission 


Tenn.,  one  year;  pediatric  residency,  same,  1966- 
67;  pediatric  residency.  University  Medical  Cen- 
ter, Jackson,  Miss.,  1967-68  and  1970-72;  elected 
by  Central  Medical  Society. 

Truett,  George  Wesley,  Jackson.  Born  Jack- 
son,  Tenn.,  May  1;  M.D.,  University  of  Mississip- 
pi School  of  Medicine,  Jackson,  Miss.,  1961; 
interned,  same,  one  year;  orthopaedic  surgery  resi- 
dency, same,  1968-72;  elected  by  Central  Med- 
ical Society. 


Yawn,  Victor  Wade,  Jr.,  Jackson.  Born  Mc- 
Comb,  Miss.,  Oct.  22,  1946;  M.D.,  University  of 
Mississippi  School  of  Medicine,  Jackson,  Miss., 
1971 ; interned,  same,  one  year;  elected  by  Central 
Medical  Society. 


Banks,  Frank  R.,  Jackson.  Born  Jasper,  Ala., 
Sept.  20,  1936;  M.D..  University  of  Mississippi 
School  of  Medicine,  Jackson,  Miss.,  1961;  in- 
terned Letterman  General  Hospital,  San  Fran- 
cisco, Calif.,  one  year;  Ob-Gyn  residency.  Univer- 
sity of  Missouri,  Columbia,  Mo.,  1965-68;  elected 
by  Central  Medical  Society. 

Ellis,  Bernard  Hopkins,  Columbus.  Born  Co- 
lumbus, Miss.,  Jan.  1 1,  1925;  M.D.,  University  of 
Tennessee  School  of  Medicine,  1954;  interned 
Methodist  Hospital,  Memphis,  Tenn.,  one  year; 
psychiatry  residency,  Rullman  Psychiatric  Insti- 
tute, Cincinnati,  Ohio,  1969-7 1 ; elected  by  Prairie 
Medical  Society. 

Howell,  Henry  Frank,  II,  Jackson.  Born  Jack- 
son,  Miss.,  Jan.  27,  1946;  M.D.,  University  of 
Mississippi  School  of  Medicine,  Jackson,  Miss., 
1971;  interned  Mississippi  Baptist  Hospital,  Jack- 
son,  Miss.,  one  year;  elected  by  Central  Medical 
Society. 

Jabaley,  Michael  Ellis,  Jackson.  Born  Cooper- 
hill,  Tenn.,  July  12,  1934;  M.D.,  Johns  Hopkins, 
Baltimore,  Md.,  1961;  interned,  same,  one  year; 
surgery  residency,  Massachusetts  General  Hos- 
pital, Boston,  Mass.,  1962-66;  plastic  surgery  resi- 
dency, Johns  Hopkins,  Baltimore,  Md.,  1966-68; 
elected  by  Central  Medical  Society. 

Polk,  James  David,  Jackson.  Born  Auburn,  Ala., 
April  5,  1945;  M.D.,  University  of  Mississippi 
School  of  Medicine,  Jackson,  Miss.,  1971;  in- 
terned Mississippi  Baptist  Hospital,  Jackson, 
Miss.,  one  year;  elected  by  Central  Medical  So- 
ciety. 

Rawson,  John  E.,  Jackson.  Born  Okolona,  Miss., 
Jan.  31,  1938;  M.D.,  University  of  Mississippi 
School  of  Medicine,  Jackson,  Miss.,  1965;  in- 
terned Vanderbilt  University  Hospital,  Nashville, 


Burnett,  Riley  Wilson,  Biloxi,  M.D.,  Vander- 
bilt University  School  of  Medicine,  Nashville, 
Tenn.,  1915;  died  July  14,  1971,  age  82. 


Breast  Cancer: 


Futility  and  frustration  beset  the 
physician  confronted  with  breast 
cancer.  For  the  last  35  years,  the 
survival  rate  has  not  significantly 
changed  despite  intensive  educa- 
tional programs  aimed  at  earlierde- 
tection,  and  improvement  in  treat- 
ment techniques. 

What  is  the  out- 
look? We  know 
the  key  to  reduc- 
ing mortality  from 
breast  cancer  is  in 
the  earliest  pos- 
sible diagnosis. 

The  stage  at  which 
breast  cancer  is 
detected  is  crucial 
to  the  outcome  of 
treatment.  By  the 
time  a lump  is  dis- 
covered through 
BSE  or  clinical 
examination,  crit- 
ical time  may  have 
been  lost. 

And  we  do  have 
the  means  to 
achieve  earlier  , nrmio gupny 
diagnosis.  We  do  have  an  earlier 
warning  system.  Mammography 
and  thermography  can  detect 
breast  cancer  before  a lump  is 
discernible  by  palpation.  To  dem- 
onstrate that  it  is  practical  and 
feasible  to  detect  breast  cancer 
earlier  by  using  these  modalities, 
the  American  Cancer  Society  and 
the  National  Cancer  Institute  are 
funding  a network  of  breast  cancer® 


demonstration  projects.  Supported 
by  grants  of  $2-million  from  the 
ACS  and  $4-million  from  the  NCI, 
20  such  centers  are  expected  to  be 
operative  across  the  country  by  the 
end  of  the  year.  Each  will  screen 
at  no  charge,  approximately  5,000 
women  annually, 
in  what  is  con- 
sidered to  be  the 
ideal  detection 
program— to  in- 
clude clinical  ex- 
amination, mam- 
mography and 
th  e rmog  raphy. 
Each  of  these  de- 
tection methods 
contributes  inde- 
pendently to  the 
detectionofbreast 
cancer,  and  none 
can  be  dispensed 
with  in  the  search 
for  early  disease. 

At  present  we 
cannot  prevent 
breast  cancer,  but 
the  potential  for 
saving  more  lives  is  immense.  The 
five-year  survival  rate  changes  dra- 
matically from  53%  when  axillary 
nodes  are  positive,  to  85%  when 
the  disease  is  localized,  to  nearly 
100%  for  in-situ  cancer. 

We  have  an  earlier  warning 
system.  Let’s  use  it. 


american  cancer  society 
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Book  Review 

Surgery  in  World  War  II — Orthopaedic  Surgery 
in  the  Zone  of  Interior.  By  Mather  Cleveland, 
M.D.,  and  Alfred  R.  Shands,  Jr.,  M.D.,  Editors 
for  Orthopaedic  Surgery:  1099  pages.  Washing- 
ton, D.  C.:  Office  of  the  Surgeon  General,  Depart- 
ment of  the  Army,  1970.  $12.25. 

This  is  a historical  compilation  by  an  impressive 
array  of  authors  and  contributors.  It  is  presented 
with  frankness  and  candor  but  1099  pages  to  be 
searched  for  a few  pearls  of  practical  information 
which  can  be  found  in  concise  form  in  other 
sources  is  too  much.  Emphasis  is  placed  on  many 
conditions  which  seem  trivial  or  merely  inconve- 
nient in  civilian  life  but  also  are  found  to  produce 
significant  manpower  loss  in  civilian  workmen. 
Such  conditions  are  carpal  scaphoid  fractures, 
march  fractures  and  complaints  referable  to  the 
feet,  back  and  knees. 

The  importance  of  rehabilitation  programs  from 
early  treatment  to  return  to  function  is  recognized 
and  an  appeal  is  made  for  physicians  to  be  cogni- 
zant of  the  importance  of  rehabilitation. 

Chapter  XXVIII  on  “Injuries  and  Lesions  of 
the  Spine  and  Low  Back”  contains  a brief,  in- 
formative discussion  of  “The  Low  Back  Syn- 
drome” which  any  physician  could  profitably  read. 

This  book  is  one  for  a reference  library,  pri- 
marily of  historical  interest. 

George  D.  Purvis,  M.D. 
Jackson,  Miss. 

Cardiovascular  Seminar 
Set  for  London 

Symposia  Medica  Foundation,  in  cooperation 
with  The  Royal  Society  of  Medicine,  presents  an 
international  seminar  on  cardiovascular  disease  to 
be  held  in  London,  Oct.  12-20,  1973. 

The  chairman  is  Professor  John  P.  Shillingford, 
president,  British  Cardiac  Society. 

The  registration  fee  is  $100.00. 

For  further  information,  contact:  Cynthia 

Soika,  M.A.,  Projects  Director,  Symposia  Medica 
Foundation,  305  East  24th  Street,  Suite  1 7-F, 
New  York,  N.Y.  10010. 


Pediatric  Pulmonary 
Course  Set 

The  Third  Annual  Pediatric  Pulmonary  Course 
will  be  held  Jan.  22-24,  1974,  at  Louisiana  State 
University  Medical  Center  in  New  Orleans  and 
will  have  as  its  theme  “Pediatric  Respiratory  In- 
tensive Care.” 

The  course  is  sponsored  by  the  Louisiana 
Thoracic  Society,  the  medical  section  of  the 
American  Lung  Association  of  Louisiana,  Inc., 
formerly  known  as  the  Louisiana  TB  and  Res- 
piratory Disease  Association. 

Designed  as  mostly  a clinical  course,  the  post- 
graduate level  session  is  open  to  all  pediatric 
specialists.  The  participants  will  take  part  in  lec- 
tures and  follow  up  the  lectures  with  practical 
workshops  that  will  allow  them  to  gain  valuable 
first-hand  experience  from  experts  in  various 
fields  of  pediatric  respiratory  intensive  care. 

Planning  Committee  Chairman,  Dr.  Judith  A. 
Harris  of  New  Orleans  announced  that  the  guest 
faculty  for  the  course  will  include  Drs.  Robert 
Winters,  Professor,  Department  of  Pediatrics. 
Columbia  University,  New  York;  John  J. 
Downes,  Children’s  Hospital,  Philadelphia;  and 
Victor  Chernick,  Children’s  Hospital,  Winnepeg. 
Manitoba,  Canada. 

This  course  is  also  sponsored  by  the  American 
Thoracic  Society;  The  American  Academy  of 
Chest  Physicians;  National  Cystic  Fibrosis  Re- 
search Foundation;  Alton  Ochsner  Medical 
Foundation;  Louisiana  State  University,  School 
of  Medicine,  Medical  Center,  both  in  New  Or- 
leans and  Shreveport;  and  Tulane  University 
School  of  Medicine.  The  Louisiana  Thoracic  So- 
ciety is  accredited  by  the  American  Medical  As- 
sociation as  a continuing  education  course. 

All  guest  faculty  members  will  take  part  in  a 
case  presentation  session  and  a symposium  titled 
Supportive  Care  for  Ventilator  Patients. 

Tuition  for  the  course  is  $90.00,  and  members 
of  ATS  may  register  for  $75.00.  Additional  in- 
formation may  be  obtained  by  writing  W.  Findley 
Raymond,  Executive  Director,  ALA  of  La., 
Inc.,  333  St.  Charles  Ave.,  Suite  1504,  New  Or- 
leans, La.  70130. 


SEPTEMBER  1973 


405 


Sirs:  On  June  14,  1973,  a nine-month-old 
child  was  brought  to  a maternity  clinic  at  the  Har- 
rison County  Health  Department  by  her  pregnant 
mother.  Thirty-two  other  pregnant  women  who 
were  predominately  in  their  first  and  second  tri- 
mesters were  in  contact  with  this  child  in  the  wait- 
ing room  for  approximately  two  hours.  A number 
of  women  held  and  played  with  the  child  during 
this  time. 

When  the  child  was  seen  by  the  clinic  physi- 
cian, a presumptive  diagnosis  of  rubella  was  made 
on  the  basis  of  a typical  rash,  posterior  cervical 
lymphadenopathy,  no  prior  immunization  against 
rubella,  and  contact  with  a neighborhood  child 
who  was  thought  to  have  had  rubella  recently. 
Blood  was  drawn  for  hemagglutination  inhibition 
(HI)  titers  on  all  women  exposed  at  the  clinic. 
In  addition,  acute  and  convalescent  sera  were  ob- 
tained from  the  affected  child.  Fortunately,  the 
child's  acute  and  convalescent  HI  titers  were  both 
less  than  1:8,  and  a diagnosis  of  rubella  was  ef- 
fectively ruled  out.  HI  titers  done  on  the  33  preg- 
nant women  disclosed  that  23  (39.6  per  cent) 
were  seroimmune  (i.e.  had  HI  titers  of  1:8  or 
greater)  and  10  (30.4  per  cent)  were  susceptible 
to  rubella  (i.e.  had  HI  titers  of  less  than  1:8)  ex- 
posed women.  (This  case  was  reported  by  Dr. 
L.  H.  Jobe,  Jr.,  director,  Harrison  County  Health 
Department;  Mrs.  Marlyn  Hatten,  Public  Health 
Laboratory,  MSBH;  Mr.  Richard  H.  Andrews,  di- 
rector, Public  Health  Laboratory,  MSBH,  and 
Mr.  Paul  Turner,  supervisor.  Immunization  Pro- 
gram, MSBH.) 

This  investigation  emphasizes  several  points. 
The  diagnosis  of  rubella  is  frequently  difficult  and 
in  instances  where  pregnant  females  are  exposed 
to  an  individual  with  a rubella-like  illness,  HI 
titers  obtained  from  the  source  of  exposure  can 
be  very  helpful.  In  addition,  an  appreciable  num- 
ber of  women  of  childbearing  age  may  be  suscep- 
tible to  rubella.  A rubella  serologic  survey  of  ado- 
lescents, age  13  to  18  years  old,  done  in  DeKalb 
County,  Ga.,  in  1971  showed  that  76.6  per  cent 
of  1,004  unvaccinated  students  were  immune.  Im- 
munity levels  were  highest  in  an  urban  school 
(82.1  per  cent  ) and  lowest  in  a surburban  school 
(67.3  per  cent).1  This  study  also  showed,  as 
others  have  shown,3  that  a history  of  previous  ru- 
bella is  an  unreliable  index  of  immunity.  In  an- 
other study  done  in  Tampa,  Fla.,  81  per  cent  of 


young  adults,  20-29  years  old,  were  seroimmune.2 
Our  division  does  not  recommend  gamma  globulin 
in  instances  of  suspected  rubella  exposure  of  a 
pregnant  female — since  it  has  not  been  shown  to 
be  effective  in  preventing  viremia  or  clinical  ill- 
ness3 and  it  may  confuse  the  serologic  diagnosis 
in  a potentially  infected  pregnant  woman.  In  addi- 
tion, both  the  physician  and  the  patient  may  ac- 
quire a dangerous  and  false  sense  of  security  after 
gamma  globulin  administration. 

Durward  Blakey,  M.D.,  Director 
Division  of  Preventable  Disease  Control 
Mississippi  State  Board  of  Health 
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Sirs:  Aseptic  meningitis  is  defined  as  a clinical 
syndrome  of  various  etiologies  consisting  of  signs 
of  meningeal  irritation  which  are  usually  accom- 
panied by  cerebrospinal  fluid  pleocytosis  and  a 
short  uncomplicated  course.  Outbreaks  charac- 
teristically occur  in  the  summer  and  autumn.  In 
this  country,  the  syndrome  is  most  commonly 
caused  by  enteroviruses  although  in  a large  num- 
ber of  cases  an  exact  etiology  is  not  determined. 
Other  known  etiologies  include  arboviruses  (SLE. 
CE,  WEE,  VEE,  EEE),  mumps  (which  usually 
occurs  in  the  winter  and  early  spring),  herpes 
simplex,  adenoviruses,  lymphocytic  choriomenin- 
gitis, and  mononucleosis.2- 3 In  1971,  4,073  cases 
of  aseptic  meningitis  with  30  deaths  were  reported 
to  the  Center  for  Disease  Control  (CDC)  from  44 
selected  reporting  centers.  A diagnostic  etiology 
was  found  for  739  cases.  Of  these,  61 1 were  asso- 
ciated with  enteroviruses,  90  with  mumps.  12 
with  herpes  simplex,  2 with  western  equine  en- 
cephalomyelitis (WEE),  and  2 with  St.  Louis 
encephalitis  (SLE),  and  16  with  other  agents.1 

Eighty-seven  cases  of  aseptic  meningitis  were 
reported  to  our  division  in  1971  and  1972.  Re- 
porting is  known  to  be  inconsistent  in  different 
regions  of  the  state  and  an  unknown  number  of 
cases  go  unreported.  Over  half  (51  per  cent)  of 
all  reported  cases  were  from  Hinds  and  Harrison 
counties.  Two  deaths  were  attributed  to  aseptic 
meningitis:  one  in  a 99-year-old  female  from 
Rankin  County  and  another  in  a 78-year-old  fe- 
male from  Lincoln  County.  In  three  instances 
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more  than  one  case  occurred  in  the  same  family. 
More  cases  occurred  in  males  (61  per  cent)  than 
in  females,  and  in  whites  (87  per  cent).  An 
etiologic  diagnosis  was  found  in  only  four  cases 
(4.6  per  cent).  In  1971,  two  isolates  of  Echovirus 
Type-4  were  made  in  young  adolescents  from 
Harrison  and  Sunflower  counties.  In  1972,  an 
Echovirus  Type-9  isolate  was  made  from  the  stool 
of  a five-month-old  boy  who  had  a clinical  illness 
typical  of  aseptic  meningitis.  A fourth  case  was  at- 
tributed to  infectious  mononucleosis.  The  peak 
number  of  cases  were  reported  in  the  summer  and 
early  fall  months.  This  is  consistent  with  national 
trends  and  is  probably  due  to  the  seasonal  pattern 
typical  of  enteroviruses. 

Mississippi  physicians  can  expect  to  see  cases 
of  aseptic  meningitis  this  summer  and  fall  and 
are  able  to  obtain  free  viral  studies  through  the 
Mississippi  Public  Health  Laboratory.  Specimens 
for  viral  isolation  attempts  should  be  collected  in 
the  earliest  days  of  illness  and  should  be  frozen  as 
soon  as  possible  after  collection.  Stool  (or  rectal 
swab),  throat  swabs  or  washings,  and  spinal  fluid 
are  recommended  for  attempts  to  isolate  entero- 
viruses. Acute  and  convalescent  sera  should  also 
be  obtained.  The  appropriate  local  health  depart- 
ment should  be  notified  so  that  special  containers 
containing  dry  ice  can  be  made  available  for 
transport  of  specimens  to  Jackson.  Because  of  the 
large  number  of  Coxsackie  and  Echo  virus 
types,  it  is  not  practical  for  serologic  specimens 
to  be  tested  unless  an  enterovirus  has  been  isolated 
from  the  patient.  If  an  isolate  is  made,  acute  and 
convalescent  sera  are  tested  for  antibody  to  that 
particular  virus  type.  If  a 4-fold  titer  rise  occurs, 
laboratory  documentation  of  infection  with  that 
virus  is  assumed.  Because  of  the  small  number  of 
arbovirus  types,  it  is  possible  to  test  paired  sera 
for  the  presence  of  rising  titers  without  an  antece- 
dent viral  isolate,  the  same  is  true  for  cases  of 
aseptic  meningitis  thought  to  be  due  to  mumps. 
For  consultation  concerning  cases  of  aseptic  men- 
ingitis or  other  suspected  viral  illnesses,  please 
call  our  division  at  354-6650. 

Daniel  J.  Sexton,  M.D. 

Division  of  Preventable  Disease  Control 
Mississippi  State  Board  of  Health 
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S.  Mark  Allen  has  joined  the  staff  of  the  Wat- 
kins-Carter  Clinic  in  Quitman  for  the  family  prac- 
tice of  medicine. 


Richard  P.  Bishop  and  M.  Robert  Hill  have 
joined  the  West  Colbert  Clinic  in  Cherokee. 

Donald  J.  Booth  has  associated  with  the  Bolton- 
Middleton  Clinic  in  Biloxi  for  the  practice  of  sur- 
gery. 

Guy  R.  Braswell  and  Mike  C.  Campbell  an- 
nounce their  association  for  the  practice  of  oph- 
thalmology in  their  new  offices  at  990  J.  K.  Avent 
Drive  in  Grenada. 

John  Brooks  has  joined  the  Gamble  Brothers  and 
Archer  Clinic  in  Greenville. 

Pat  S.  Burke  has  associated  with  Robert  Ray 
McGee  and  Walter  T.  Taylor  for  the  practice 
of  internal  medicine  at  the  Medical  Arts  Building 
in  Clarksdale. 

Byeng  S.  Choo,  formerly  of  Natchez,  has  joined 
the  staff  of  the  Medgar  Evers  Comprehensive 
Health  Clinic  in  Fayette. 

R.  M.  Cook,  a native  of  Hattiesburg  and  formerly 
of  Sumrall,  has  set  up  practice  in  Lumberton. 

Quinton  H.  Dickerson,  Jr.,  announces  his  asso- 
ciation with  William  H.  Rosenblatt,  James  C. 
Hays  and  James  L.  Crosthwait  at  the  Jackson 
Heart  Clinic,  615  Medical  Arts  Building,  Jackson. 

H.  B.  Heitzman  announces  the  opening  of  his 
office  for  the  practice  of  internal  medicine  at  the 
Coastal  Medical  Center,  P.A.,  Gateway  Executive 
Park  in  Biloxi. 

L.  G.  Hopkins,  Jr.,  and  James  Mann  of  Oxford 
were  presented  plaques  at  the  Annual  Chamber 
of  Commerce  Banquet  in  Oxford  for  their  work 
in  securing  the  mental  retardation  hospital. 

James  R.  House,  Jr.,  has  associated  with  Fred 
D.  Hill,  John  A.  McLeod,  III,  Joseph  B.  Mc- 
Millon,  and  Katherine  S.  Aldridge  of  Hatties- 
burg for  the  practice  of  anesthesiology  at  Suite 
102,  Medical  Plaza  Building,  2601  Mamie  Street. 

Michael  E.  Jabaley  of  Jackson  and  UMC  has 
been  named  to  the  Plastic  Surgery  Research  Coun- 
cil at  the  annual  meeting  in  St.  Louis.  Member- 
ship is  limited  to  those  who  are  involved  in  plas- 
tic surgery  basic  research. 
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PERSONALS  / Continued 

Walter  R.  Jones,  Jr.,  has  associated  with  J.  P. 
Culpepper,  III,  and  Joe  E.  Varner,  Jr.,  for  the 
practice  of  general  surgery.  Their  offices  are  lo- 
cated in  the  Medical  Plaza  Building,  Suite  105, 
2601  Mamie  Street  in  Hattiesburg. 

Boyd  Kellett  has  associated  with  the  Sigrest- 
Thompson  Clinic  at  Fifteenth  Street  in  Yazoo 
City.  Dr.  Kellett  is  a graduate  of  McGill  Univer- 
sity in  Montreal. 

Ledon  Langston  has  associated  with  John  N. 
Harrington  and  Perrin  N.  Smith  for  the  practice 
of  obstetrics  and  gynecology  at  the  Medical  Arts 
Center,  221  North  7th  Street  in  Columbus. 

John  P.  Lee  announces  the  opening  of  his  med- 
ical practice  at  285  East  First  Street  in  Forest. 

Henry  A.  Maggio  announces  the  opening  of  his 
office  for  the  practice  of  psychiatry  at  4500  West 
Pass  Road  in  Gulfport. 

G.  S.  McHenry  and  H.  F.  Campbell  received  a 
plaque  from  the  Pine  Burr  Area  Council  of  the 
Boy  Scouts  of  America  for  their  long  years  of 
faithful  service. 

Martin  H.  McMullen  has  associated  with 
James  C.  Harvey,  Jr.,  J.  Harvey  Johnston,  Jr., 
Thomas  L.  Kilgore,  Jr.,  and  W.  Coupery 
Shands  for  the  practice  of  cardiovascular  surgery 
at  710  North  State  Street  in  Jackson. 

James  Ronald  Medlin  announces  his  associa- 
tion with  James  W.  Speck  in  the  practice  of 
medicine  at  the  Ecru  Clinic,  Ecru,  Miss. 

C.  Douglas  Odom  has  associated  with  Claude 
G.  Callender,  James  L.  Royals,  C.  G.  Suther- 
land and  O.  B.  Wooley,  Jr.,  for  the  practice  of 
obstetrics  and  gynecology  at  the  Women’s  Clinic, 
918  North  State  Street  in  Jackson. 

William  Ellis  O’Mara  has  associated  with 
James  Mayfield  of  Carthage  to  practice  medi- 
cine at  600  Highway  16  West.  Dr.  O’Mara  is  a 
graduate  of  the  Tulane  Medical  School. 

Harrell  S.  Pace  announces  the  opening  of  his 
offices  for  the  practice  of  otolaryngology  and  max- 
illofacial surgery  at  the  Coastal  Medical  Center, 
P.A.,  Gateway  Executive  Park  in  Biloxi. 

Charles  Ray  Secrest  announces  the  opening  of 
his  office  in  the  Doctor’s  Park  Clinic  at  Houston 
for  the  practice  of  internal  medicine. 

J.  Tate  Thigpen  has  joined  the  faculty  of  the 
University  Medical  Center  at  Jackson  in  the  Di- 


vision of  Hematology-Oncology  of  the  Depart- 
ment of  Medicine. 

B.  G.  Trosclair  announces  the  relocation  of  his 
office  to  Morgantown  Clinic  in  Natchez.  Dr.  Tros- 
clair will  be  associated  with  Joe  D.  Herrington 
in  the  family  practice  of  medicine. 

Ophthalmology  Meeting 

Scheduled 

The  American  Society  of  Contemporary  Oph- 
thalmology announces  its  1974  annual  meeting, 
Feb.  10-16,  1974,  at  the  Fontainebleau  Hotel  in 
Miami  Beach. 

Continuing  education  courses  in  all  areas  of 
ophthalmology,  accredited  by  the  AMA,  will  be 
offered.  Microsurgery  of  the  eye;  lectures  and 
small  group  discussions  in  cataract,  glaucoma,  dis- 
eases of  the  retina  and  cornea,  strabismus,  plastic 
surgery,  soft  lens,  angiography  and  other  im- 
portant topics,  will  be  given. 

For  further  information  write  to  Miss  Virginia 
Kendall,  ASCO,  30  N.  Michigan  Avenue,  Room 
1506,  Chicago,  111.  60602. 

CHAM  PUS  Beneficiaries 
Identify  Themselves 

CHAMPUS  beneficiaries  who  use  civilian  hos- 
pitals can  assure  themselves  of  maximum  savings 
and  program  benefits  by  notifying  hospital  officials 
on  admission  that  they  are  entitled  to  the  benefits 
of  the  Civilian  Health  and  Medical  Program  of 
the  Uniformed  Services  (CHAMPUS). 

Under  the  provisions  of  the  military  medical 
care  program  retirees  and  their  authorized  de- 
pendents are  responsible  for  only  25  per  cent  of 
the  health  care  bill  when  they  are  hospitalized. 
Authorized  dependents  of  active  duty  uniformed 
service  personnel  pay  $1.75  per  day  with  a mini- 
mum charge  of  $25  for  inpatient  civilian  hospital 
care. 

Although  CHAMPUS  Hospital  Contractors  in 
each  state  are  continually  briefing  civilian  facili- 
ties on  program  details,  a recent  study  has  shown 
that  beneficiaries  should  remind  admissions  clerks 
and  hospital  billing  offices  of  their  CHAMPUS 
eligibility. 

Questions  on  payment  procedures  by  inpatient 
facilities  should  be  referred  by  the  beneficiary  to 
the  state  hospital  contractor. 
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Council  on  Scientific  Assembly  Announces 
Format  for  the  106th  Annual  Session 


Preliminary  plans  and  schedules  for  the  106th 
Annual  Session  set  for  Biloxi,  May  6-9,  1974, 
were  made  in  a Council  on  Scientific  Assembly 

meeting  held  at  the 
Sheraton-Biloxi  Hotel 
in  late  July.  This  was 
the  announcement  of 
Dr.  James  P.  Spell  of 
Jackson,  chairman  of 
the  council. 

On  the  annual  ses- 
sion meeting  agenda 
are  the  House  of  Del- 
egates and  reference 
committees  for  Mon- 
day with  the  final 
meeting  of  the  policy- 
making body  sched- 
uled for  Thursday  af- 
ternoon. 

The  seven  scientific  sessions  will  again  offer 
top  guest  essayists  with  a new  emphasis  on  in- 
state participation  in  1974.  On  Tuesday,  May  7, 
the  morning  will  feature  the  section  on  surgery. 
That  afternoon  the  section  on  ob-gyn  will  meet. 
On  Wednesday,  May  8,  the  morning  session  will 
present  the  section  on  medicine.  The  afternoon 
offers  programs  by  the  section  on  general  prac- 
tice and  section  on  preventive  medicine.  On 
Thursday  morning,  May  9,  the  section  on  pedi- 
atrics and  section  on  EENT  will  meet  simultane- 
ously. Correlated  film  showings  will  also  be  of- 
fered. 

Dr.  Spell  said  that  as  many  as  15  specialty  so- 
cieties and  related  groups  will  meet  concurrently 
with  the  annual  session,  usually  selecting  a day 
adjunctive  to  general  scientific  meetings  con- 


cerned with  the  particular  specialty.  Of  further 
interest  will  be  specialty  society  luncheons  and 
dinner  occasions. 

The  Woman's  Auxiliary  will  meet  concurrently 
with  the  MSMA  annual  session  for  its  51st  annual 
session.  Mrs.  W.  H.  Preston,  Jr.,  of  Booneville 
is  president. 

Dr.  Spell  said  the  medical  alumni  groups  repre- 
senting Ole  Miss,  Tulane,  Tennessee  and  Vander- 
bilt are  scheduling  social  occasions.  Ole  Miss  will 
meet  on  Monday,  May  6,  both  in  a business  ses- 
sion and  for  an  evening  dinner  and  dance  party. 
Tulane,  Vanderbilt  and  Tennessee  medical  alum- 
ni will  meet  on  Tuesday,  May  7,  Dr.  Spell  said. 

Special  events  will  include  the  Fifty  Year  Club 
luncheon.  Past  President’s  breakfast,  and  the  an- 
nual association  fellowship  party.  The  council 
voted  to  abolish  the  annual  association  golf  tour- 
nament on  the  basis  of  poor  participation  and  the 
recommendation  of  last  year’s  chairman. 

Delegates  will  meet  on  Monday  to  receive  re- 
ports and  resolutions  which  will  be  discussed  be- 
fore reference  committees  that  afternoon.  Dr.  Ar- 
thur A.  Derrick  of  Durant,  MSMA  president,  will 
open  the  convention.  The  Nominating  Committee 
will  conduct  open  sessions  on  Wednesday,  and  on 
Thursday,  the  House  will  take  final  actions  on 
business  and  policy,  electing  1974-75  officers  as 
the  final  order  of  business. 

Dr.  J.  T.  Davis  of  Corinth,  president-elect,  will 
be  inaugurated  1974  president  at  the  adjourned 
meeting  of  the  House  of  Delegates,  and  new  of- 
ficers will  assume  their  respective  posts  at  that 
time. 

Technical  and  scientific  exhibits  will  also  be 
featured  during  the  four-day  annual  session. 


Dr.  Snell 
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St.  Dominic’s  Makes 
Dedication  Plans 

St.  Dominic’s  Dedication  Day  is  Sept.  16. 

The  newly-elected  chairman  of  the  Board  of 
Governors  of  the  Mississippi  Hospital  Associa- 
tion, William  K.  Ray  of  Clarksdale,  will  give  the 
main  address  at  the  public  ceremony  on  the  hos- 
pital’s front  lawn  at  2 p.m. 

Dignitaries  invited  to  speak  are  Dr.  A.  A.  Der- 
rick, Jr.,  of  Durant,  president  of  the  Mississippi 
State  Medical  Association;  Dr.  Alton  Cobb,  state 
health  officer;  and  John  Caldwell,  Jr.,  chairman 
of  the  hospital’s  advisory  board. 

St.  Dominic’s  chief  of  staff,  Dr.  William  B. 
Thompson,  will  extend  a welcome  and  invite 
guests  to  tour  the  new  facilities.  Mother  Jeremiah, 
mother  general  of  the  Springfield,  111.  community 
of  Dominican  Sisters  who  run  St.  Dominic’s,  will 
respond. 

A personal  guide  for  each  group  of  about  15 
visitors  will  conduct  tours  about  the  new  facility 
following  the  outdoor  ceremony.  Each  department 
will  provide  hosts  who  can  explain  services. 

Dedication  day  is  for  the  general  public,  and 
the  specific  health  care  communities  have  their 
own  turn  earlier. 

St.  Dominic’s  medical  staff  and  their  spouses 
had  a preview  of  the  completed  facilities  on  Aug. 
25,  when  they  were  invited  to  a buffet  dinner  and 
tour. 

The  Jackson-Vicksburg  Hospital  Council  is  in- 
vited to  lunch  on  Sept.  13,  with  a tour  to  follow. 


The  old  Jackson  Infirmary  when  the  Sisters  of  St. 
Dominic  came  to  Jackson  in  1946. 


A special  mass  for  the  Catholic  community  and 
guests  is  set  the  same  day  as  the  civic  ceremony, 
starting  at  1 1 a.m.  in  the  hospital  chapel.  Bishop 
Joseph  B.  Brunini  will  celebrate  mass,  assisted  by 


Msgr.  Bernard  Law  and  the  Rev.  Anthony 
Pudenz,  hospital  chaplain.  Because  the  hospital 
chapel  capacity  is  so  limited  invitations  will  be 
issued  for  the  religious  ceremony. 

St.  Dominic’s  broke  ground  for  a new  south 
wing  addition  to  the  hospital  on  June  26,  1969. 
Before  it  was  finished,  the  expansion  got  a lot 
more  involved  than  just  adding  hospital  beds. 

Service  areas  had  to  be  expanded  to  take  care 
of  the  additional  patients.  A new  laundry  was 
built,  a new  cafeteria,  a data  processing  room 
with  a new  Century  computer,  admissions  and 
medical  records  are  twice  as  big  as  they  had 
been,  a new  central  processing  section,  and  en- 
larged everything  from  pharmacy  to  the  business 
office. 


The  first  St.  Dominic’s  Hospital  on  Lakeland  Drive 
opened  in  1954. 


Then  there  came  to  the  Sisters’  attention  the 
need  for  a community  comprehensive  mental 
health  center,  with  time  running  out  to  apply  for 
a federal  grant  to  build  it.  The  Sisters  agreed  to 
take  the  responsibility  and  put  up  the  matching 
money. 

The  next  identified  community  need  responded 
to  was  a medical  offices  building  and  parking 
garage  adjacent  to  the  hospital,  a convenience  to 
doctors  and  benefit  to  patients. 

The  Jackson  Mental  Health  Center  was  the 
first  finished  phase  of  the  expansion  program. 
Dedication  was  in  May,  1971. 

A year  later,  on  April  29,  1972,  the  entire 
hospital  did  a complete  about-face.  A main  en- 
trance moved  from  north  to  south,  from  facing 
Lakeland  Drive  to  facing  downtown  Jackson. 

Patients  were  moved  from  the  north  wing, 
built  in  1954,  to  the  south  wing  where  everything 
is  brand  new — from  the  electrically-controlled 
beds  to  the  wall-mounted  tv  sets,  and  from  the 
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St.  Dominic-Jackson  Health  Services  viewed  from  1-55,  showing  the  main  entrance  on  the  south. 


nurse  patient  intercom  to  the  self-dialing  princess 
phones. 

In  December  the  first  staff  doctors  moved  into 
their  new  suites  in  the  medical  office  building. 
Meanwhile  the  north  wing  of  the  hospital  was 
empty  except  for  the  contractors  who  were  doing 
the  face-lifting  which  took  well  over  a year  from 
the  time  the  wing  was  vacated. 

Moving  back  in  the  summer  of  ’73  proved  a 
lot  harder  than  getting  settled  on  the  south  side. 
The  north  wing  move  had  to  be  done  in  stages. 
It’s  easier  to  build  from  scratch  and  fully  furnish 
with  brand  new  everything,  the  St.  Dominic’s 
family  learned,  than  to  work  around  what’s  there. 

To  complicate  matters,  while  the  first  move 
left  the  hospital  the  same  size  it  had  been — with 
the  same  requirements  for  personnel  and  service 
facilities — occupying  the  north  wing  doubled 
everything.  So  it  took  time;  e.g.,  who  can  double 
the  size  of  a nursing  staff  simply  by  needing  more 
nurses? 

That  it  is  now  accomplished  is  cause  for  the 
celebration  on  Sept.  16,  in  the  opinion  of  Sister 
Josephine  Therese,  administrator,  and  her  Do- 
minican colleagues. 

The  construction  has  sorely  tried  their  patience, 
if  not  their  patients.  Living  with  the  muddle  and 
disorder  of  remodeling  is  enough  to  make  a nun 
irascible. 

But  a bigger  and  better  community  service  was 
worth  the  inconvenience  and  worth  the  waiting. 
Now  that  it's  over,  that’s  how  they  feel. 

What  came  of  it  all  was — 


— The  largest  private  hospital  in  the  state,  pro- 
viding the  community  with  409  beds  for  medical, 
surgical,  pediatric,  and  psychiatric  patients, 

— Such  new  radiology  services  as  a Franklin 
head  unit,  tomographic  unit,  panoramic  machine, 
special  procedures  room  with  sophisticated  angi- 
ography equipment  and  facilities  for  cardiac  cath- 
eterization on  order,  pho  gamma  scintillation 
cameras, 

— New  operating  suites  with  Allander  air  cur- 
tain equipment  in  two  rooms  for  total  joint  re- 
placements now  being  done  and  open  heart  sur- 
gery equipment  on  order, 

— Materials  management  system  including  total 
automated  delivery  system  via  self-propelled  carts. 

— Intensive  and  coronary  care  with  telemetry 
monitoring  for  intermediate  patients, 

— Respiratory  therapy  and  special  diagnostic 
services  with  electroencephalogram  lab,  vector- 
cardiography and  echocardiography, 

—Full-time  physician  coverage  in  the  emer- 
gency room, 

— Pharmacy  unit  dose  and  admixture  systems, 
— All-new  physical  therapy  department  with 
latest  equipment, 

— and  everthing  else  arranged  for  the  best  pos- 
sible health  care,  St.  Dominic’s  only  reason  for 
existence. 

The  best  possible  health  care  is  a continuing 
process  of  improving,  as  Sister  Josephine  Therese 
sees  it,  and  of  responding  to  needs.  For  example, 
even  before  completion  of  the  job,  right  after  the 
obstetrical  section  was  completed  with  just  what 
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the  doctors  ordered  in  delivery  and  labor  and 
nurseries,  it  became  sadly  obvious  that  changes 
would  have  to  be  made.  The  problem:  not  enough 
deliveries,  which  kept  scarce  nursing  service  per- 
sonnel on  ready  waiting  for  baby  business  that 
never  came. 

So  the  brand  new  obstetrical  service  was  closed 
in  early  August,  the  beds  assigned  to  other  sec- 
tions and  the  precious  nurses  back  to  being  busy 
with  patients.  Still  more  remodeling  will  be  neces- 
sary to  convert  labor,  delivery,  and  nurseries  to 
other  uses. 

Still  more  new  equipment  needed  to  extend  and 
improve  existing  programs  in  health  care  is  on 
order — a hemodialysis  unit,  cardiac  catheteriza- 
tion equipment,  the  cardiopulmonary  pump  for 
open  heart  surgery. 

Mississippi  EMCRO 
Is  Refunded 

The  Mississippi  State  Medical  Association 
EMCRO  project  has  been  refunded  for  two  ad- 
ditional years.  EMCRO  funding  was  approved 
for  a two  year  period  beginning  June  1,  1973,  at 
$288,456  the  first  year  and  $248,000  the  second 
year. 

Major  EMCRO  activities  for  1973-1974  will 
be  to  continue  development  and  expansion  of  a 
system  of  concurrent  and  retrospective  review  of 
hospital  inpatient  care  and  retrospective  review 
of  hospital  emergency  room  care.  EMCRO  will 
also  begin  development  of  a system  of  continuing 
medical  education  and  a system  of  concurrent  and 
retrospective  care  review  of  nursing  home  ser- 
vices. 

Recently,  the  MSMA/EMCRO  enrolled  the 
50th  participating  hospital  in  its  retrospective 
care  review  system.  In  the  next  few  months 
EMCRO  will  be  making  an  effort  to  expand  this 
system  to  every  hospital  in  the  state. 

The  EMCRO  will  continue  its  concurrent  care 
review  and  length  of  stay  monitoring  project  at 
the  Tyler  Holmes  Memorial  Hospital  in  Winona. 
This  system  will  be  tested  under  new  funding  of 
the  EMCRO  which  will  involve  expansion  of  the 
system  to  three  hospitals  throughout  the  medical 
trade  area  around  Winona  and  also  expansion  to 
one  and  possibly  two  other  hospitals  outside  the 
trade  area. 


Rondomycin 

(methacycline  HCI) 


CONTRAINDICATIONS:  Hypersensitivity  to  any  of  the  tetracyclines 
WARNINGS:  Tetracycline  usage  during  tooth  development  (last  halt  of  pregnancy  to  eight 
years)  may  cause  permanent  tooth  discoloration  (yellow-gray-brown),  which  is  more 
common  during  long-term  use  but  has  occurred  after  repeated  short-term  courses. 
Enamel  hypoplasia  has  also  been  reported  Tetracyclines  should  not  be  used  in  this  age 
group  unless  other  drugs  are  not  likely  to  be  effective  or  are  contraindicated 
Usage  in  pregnancy.  (See  above  WARNINGS  about  use  during  tooth  development.) 

Animal  studies  indicate  that  tetracyclines  cross  the  placenta  and  can  be  toxic  to  the  de- 
veloping fetus  (often  related  to  retardation  of  skeletal  development).  Embryotoxicity  has 
also  been  noted  in  animals  treated  early  in  pregnancy 

Usage  in  newborns,  infants,  and  children.  (See  above  WARNINGS  about  use  during 

tooth  development.) 

All  tetracyclines  form  a stable  calcium  complex  in  any  bone-forming  tissue  A decrease 
in  fibula  growth  rate  observed  in  prematures  given  oral  tetracycline  25  mg/kg  every  6 
hours  was  reversible  when  drug  was  discontinued 
Tetracyclines  are  present  in  milk  of  lactatmg  women  taking  tetracyclines. 

To  avoid  excess  systemic  accumulation  and  liver  toxicity  in  patients  with  impaired  renal 
function,  reduce  usual  total  dosage  and,  it  therapy  is  prolonged,  consider  serum  level  de- 
terminations of  drug.  The  anti-anabolic  action  of  tetracyclines  may  increase  BUN.  While 
not  a problem  in  normal  renal  function,  in  patients  with  significantly  impaired  function, 
higher  tetracycline  serum  levels  may  lead  to  azotemia,  hyperphosphatemia,  and  acidosis. 

Photosensitivity  manifested  by  exaggerated  sunburn  reaction  has  occurred  with  tetra- 
cyclines Patients  apt  to  be  exposed  to  direct  sunlight  or  ultraviolet  light  should  be  so  ad- 
vised. and  treatment  should  be  discontinued  at  first  evidence  of  skin  erythema 
PRECAUTIONS:  If  superinfection  occurs  due  to  overgrowth  of  nonsusceptible  organisms, 
including  fungi,  discontinue  antibiotic  and  start  appropriate  therapy 
In  venereal  disease,  when  coexistent  syphilis  is  suspected,  perform  darkfield  exami- 
nation before  therapy,  and  serologically  test  for  syphilis  monthly  for  at  least  four  months. 

Tetracyclines  have  been  shown  to  depress  plasma  prothrombin  activity:  patients  on  an- 
ticoagulant therapy  may  require  downward  adiustment  of  their  anticoagulant  dosage. 

In  long-term  therapy,  perform  periodic  organ  system  evaluations  (including  blood, 
renal,  hepatic). 

Treat  all  Group  A beta-hemolytic  streptococcal  infections  for  at  least  10  days. 

Since  bacteriostatic  drugs  may  interfere  with  the  bactericidal  action  of  penicillin,  avoid 
giving  tetracycline  with  penicillin, 

ADVERSE  REACTIONS:  Gastrointestinal  (oral  and  parenteral  forms)  anorexia,  nausea, 
vomiting,  diarrhea,  glossitis,  dysphagia,  enterocolitis,  inflammatory  lesions  (with  mond- 
ial overgrowth)  in  the  anogenital  region. 

Skin:  maculopapular  and  erythematous  rashes:  exfoliative  dermatitis  (uncommon).  Pho- 
tosensitivity is  discussed  above  (See  WARNINGS) . 

Renal  toxicity:  rise  in  BUN.  apparently  dose  related  (See  WARNINGS) 

Hypersensitivity:  urticaria,  angioneurotic  edema,  anaphylaxis,  anaphylactoid  purpura, 
pericarditis,  exacerbation  of  systemic  lupus  erythematosus 
Bulging  fontanels,  reported  in  young  infants  after  full  therapeutic  dosage,  have  disap- 
peared rapidly  when  drug  was  discontinued. 

Blood:  hemolytic  anemia,  thrombocytopenia,  neutropenia,  eosinophilia. 

Over  prolonged  periods,  tetracyclines  have  been  reported  to  produce  brown-black  mi- 
croscopic discoloration  of  thyroid  glands:  no  abnormalities  of  thyroid  function  studies  are 
known  to  occur. 

USUAL  OOSAGE:  Adults  - 600  mg  daily,  divided  into  two  or  four  equally  spaced  doses 
More  severe  infections:  an  initial  dose  of  300  mg  followed  by  150  mg  every  six  hours  or 
300  mg  every  12  hours.  Gonorrhea  In  uncomplicated  gonorrhea,  when  penicillin  is  con- 
traindicated. Rondomycin'  (methacycline  HCI)  may  be  used  for  treating  both  males  and 
females  in  the  following  clinical  dosage  schedule:  900  mg  initially,  followed  by  300  mg 
q i d.  for  a total  of  5.4  grams. 

For  treatment  of  syphilis,  when  penicillin  is  contraindicated,  a total  of  18  to  24  grams  of 
Rondomycin'  (methacycline  HCI)  in  equally  divided  doses  over  a period  of  10-15  days 
should  be  given.  Close  follow-up,  including  laboratory  tests,  is  recommended. 

Eaton  Agent  pneumonia:  900  mg  daily  for  six  days. 

Children  - 3 to  6 mg/lb/day  divided  into  two  to  four  equally  spaced  doses. 

Therapy  should  be  continued  for  at  least  24-48  hours  after  symptoms  and  fever  have 
subsided. 

Concomitant  therapy:  Antacids  containing  aluminum,  calcium  or  magnesium  impair  ab- 
sorption and  are  contraindicated  Food  and  some  dairy  products  also  interfere.  Give  drug 
one  hour  before  or  two  hours  after  meals.  Pediatric  oral  dosage  forms  should  not  be 
given  with  milk  formulas  and  should  be  given  at  least  one  hour  prior  to  feeding. 

In  patients  with  renal  impairment  (see  WARNINGS),  total  dosage  should  be  decreased 
by  reducing  recommended  individual  doses  or  by  extending  time  intervals  between 
doses 

In  streptococcal  infections,  a therapeutic  dose  should  be  given  for  at  least  10  days. 
SUPPLIED:  Rondomycin'  (methacycline  HCI):  150  mg  and  300  mg  capsules:  syrup  con- 
taining 75  mg/5  cc  methacycline  HCI. 

Before  prescribing,  consult  package  circular  or  latest  PDR  information. 
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Medico- Legal  Briefs 

CITY  HOSPITAL  MAY  NOT  BAN 
STERILIZATIONS 

A city  hospital  may  not  constitutionally  bar  the 
use  of  its  facilities  for  tubal  ligations,  a federal  ap- 
pellate court  ruled.  The  court  ruled  that  the 
recent  United  States  Supreme  Court  decisions  on 
abortion  prohibited  such  a complete  ban. 

A 36-year-old  woman  had  had  12  pregnancies, 
resulting  in  eight  live  children.  Her  high  blood 
pressure  and  umbilical  hernia  rendered  future 
pregnancies  a threat  to  her  life.  Her  blood  pres- 
sure and  heavy  and  irregular  menstrual  flow 
rendered  other  contraceptive  measures  either 
dangerous  or  ineffective.  The  woman’s  physician 
recommended  a therapeutic  sterilization. 

The  municipal  hospital  was  established  to  ac- 
cept persons  requiring  short-term  relief.  The 
woman  and  her  husband  had  a combined  income 
below  the  federally  defined  poverty  level  for  a 
non-farm  family  of  10.  The  municipal  hospital 
would  admit  her  for  the  performance  of  any  per- 
mitted inpatient  procedure.  The  hospital’s  facili- 
ties were  used  for  such  procedures  as  appendec- 
tomies, hemorrhoidectomies,  rhinoplasties  and 
skin  grafts.  Its  Board  was  empowered  to  establish 
rules  and  regulations  not  inconsistent  with  law. 

The  state  assistant  solicitor  issued  an  opinion 
that,  in  light  of  the  state’s  birth  control  statutes, 
the  legality  of  sterilization  operations  was  highly 
doubtful.  Based  on  this  opinion,  the  hospital 
barred  the  use  of  its  facilities  for  any  consensual 
sterilization. 

When  the  hospital  refused  to  allow  its  facilities 
to  be  used  for  a sterilization  procedure,  the 
woman  filed  suit.  The  trial  court  dismissed  her 
complaint  and  she  appealed. 

Reversing  the  trial  court’s  ruling,  the  federal 
appellate  court  ordered  the  hospital  not  to  enforce 
its  policy  of  denying  the  use  of  its  facilities  for 
sterilization  procedures.  The  recent  United  States 
Supreme  Court  abortion  decisions  prohibit  a com- 
plete ban  on  such  surgical  procedures. 

The  court  noted  that  the  hospital  may  establish 
policies  commensurate  with  its  budget,  facilities, 
and  abilities  of  its  staff.  However,  it  also  noted 
that  the  hospital  permits  the  use  of  its  facilities  for 
procedures,  including  non-therapeutic  elective 
procedures,  involving  no  greater  risk  than  tubal 
ligations.  Therefore,  the  court  ruled  that  a hospital 
providing  general  short-term  care  may  not  consti- 
tutionally prohibit  medically  indistinguishable  pro- 
cedures which  involve  fundamental  rights  such  as 
those  relating  to  pregnancy  decisions. 


The  hospital  is  not  required  to  perform  all 
therapeutic  or  non-therapeutic  procedures  or  to 
maintain  its  present  facilities  and  staff,  the  court 
noted.  The  city  is  not  even  required  to  maintain 
the  hospital,  the  court  added.  The  court  ruled 
only  that  the  hospital  may  not  impose  a complete 
ban  on  sterilization  procedures. — Hathaway  v. 
Worcester  City  Hospital,  Docket  No.  72-1114 
(C.A.  1,  March  22,  1973). 

Tom  Buntyn 
Joins  EMCRO  Staff 

Mr.  Tom  Buntyn  has  joined  the  staff  of  the 
Mississippi  EMCRO  program  as  systems  analyst, 
acording  to  Mr.  Charles  L.  Mathews,  MSMA 
Executive  Secretary. 

Mr.  Buntyn  is  a native  Mississippian  and  a 
graduate  of  Mississippi  State  University.  He  has 
done  graduate  work  in  applied  mathematics  at 
Auburn  University  and  earned  the  M.A.  degree 
in  mathematics  from  the  University  of  Alabama 
at  Huntsville. 

He  has  1 2 years  of  computer  related  experience 
as  a systems  analyst  and  in  design  of  informa- 
tional and  analytical  systems. 

Mr.  Buntyn  has  previously  worked  with  Doug- 
las Aircraft  Co.,  the  U.  S.  Navy,  Brown  Engineer- 
ing Company’s  Aerospace  Programs,  Mississippi 
State  Department  of  Public  Welfare  and  the  Mis- 
sissippi Medicaid  Commission. 

Southeastern  Internists 
Meet  in  September 

The  Southeastern  Regional  Meeting  of  the 
American  College  of  Physicians  will  be  held  Sept. 
27-29,  1973,  at  The  Cloister,  Sea  Island,  Ga. 

The  Sea  Island  session  is  one  of  35  area  meet- 
ings sponsored  for  specialists  in  internal  medicine 
and  related  fields  by  the  21,000-member  Ameri- 
can College  of  Physicians.  It  is  designed  to  bring 
physicians  up-to-date  on  medical  advances  and 
to  provide  continuing  educational  opportunities 
for  members  of  the  college  throughout  the  United 
States  and  Canada. 

In  charge  of  arrangements  for  the  Southeastern 
Regional  Meeting  is  Dr.  Edwin  C.  Evans,  340 
Boulevard,  N.E.,  Atlanta,  Ga.  30312.  The  South- 
eastern Region  of  The  American  College  of  Phy- 
sicians includes  Alabama,  Georgia,  Louisiana. 
Mississippi,  and  South  Carolina. 
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Success  in  preventing  recurrence 
of  urinary  tract  infection  usually 
depends  on  success  in  treating 
the  initial  infection.  And  that  in 
turn  is  closely  linked  to  factors  of 
proper  drug,  proper  dosage,  and 
proper  length  of  therapy.  Much  of 
the  effectiveness  of  an  antibac- 
terial agent  used  to  treat  an 
acute  nonobstructed  urinary  tract 
infection  depends,  in  fact,  upon 
proper  length  of  therapy.  As  you 
know,  it  is  potentially  hazardous 
fora  patientto discontinue  her 
medication  too  soon;  on  the  other 
hand,  overtreatment  has  no 
advantage  and  may  even  cause 
adverse  reactions. 

Total  therapy:  14  days 

Some  recent  studies  suggest  that 
therapy  in  acute  nonobstructed 
urinary  tract  infections  should  be 
continued  for  10  to  14  days  even 


if  patients  become  asymptomati 
in  2 or  3 days,  as  they  often  do.1' 
After  inadequate  treatment,  of  :; 
course,  survival  of  bacteria  can 
cause  a quick  recurrence  of 
infection.  ; Gei 

The  problem  of  persuading 
a patient  to  complete  the  full 
course  of  therapy  remains  diffi- 
cult. Perhaps  agreeing  on  the  da 
for  a follow-up  examination  at  th 
end  of  medication  may  be  the 
most  effective  way  of  convincing; 
a less  than  enthusiastic  patient 
to  continue  therapy  even  after  sh1 
becomes  asymptomatic. 

Asa  urinaryantibacterial, 
Gantrisin  (sulfisoxazole)  Roche  - 
offers  your  patient  important  ad- 


vantages, some  of  which  may  hel' 
increase  patient  cooperation. 

High  urinary  and  plasma  levels 


m 


Therapeutic  urinary  and  plasma 
concentrations  are  usually 


sers 


How  soon  will  she  drop  in 
with  a recurrent  cystitis... 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Nonobstructed  urinary  tract 
infections  (mainly  cystitis,  pyelitis,  pyelo- 
nephritis) due  to  susceptible  organisms. 

IMPORTANT  NOTE:  In  vitro  sensitivity 
tests  not  always  reliable;  must  be  coordi- 
nated with  bacteriological  and  clinical 
response.  Add  aminobenzoic  acid  to 
follow-up  culture  media.  Increasing  fre- 
quency of  resistant  organisms  limits  use- 
fulness of  antibacterial  agents,  especially 
in  chronic  and  recurrent  urinary  infec- 


tions. Maximum  safe  total  sulfonamide 
blood  level,  20  mg/ 100  ml;  measure  levels 
as  variations  may  occur. 
Contraindications:  Hypersensitivity  to 
sulfonamides;  infants  less  than  2 months 
of  age;  pregnancy  at  term  and  during  the 
nursing  period. 

Warnings:  Safety  in  pregnancy  not  estab- 
lished. Do  not  use  for  Group  A beta-hemo- 
lytic streptococcal  infections,  as  sequelae 
(rheumatic  fever,  glomerulonephritis)  are 
not  prevented.  Deaths  reported  from  hy- 
persensitivity reactions,  agranulocytosis, 
aplastic  anemia  and  other  blood  dys- 


crasias.  Sore  throat,  fever,  pallor,  purpun 
or  jaundice  may  be  early  indications  of 
serious  blood  disorders.  CBC  and  urinaly1' 
with  careful  microscopic  examination 
should  be  performed  frequently. 
Precautions:  Use  cautiously  in  patients 
with  impaired  renal  or  hepatic  function,  i 
severe  allergy  or  bronchial  asthma.  Hemcl 
ysis,  frequently  dose-related,  may  occur 
in  glucose-6-phosphate  dehydrogenase-  i 
deficient  patients.  Maintain  adequate  flui 
intake  to  prevent  crystalluria  and  stone 
formation. 


iched  in  2 to  3 hours  and  can  be 
t intained  on  the  recommended 
o 8 Gm/day  dosage  schedule 
it’s  convenient  for  almost  all 
:ients. 

Generally  good  tolerance 

fentrisin  (sulfisoxazole)  Roche 
fffjses  relatively  few  undesirable 
fictions,  and  serious  toxic  re- 
itjfcions  are  rare.  Minor  reactions 
a:  comparatively  infrequent,  but 
my  include  nausea,  headache 
4d  vomiting.  Gantrisin  may  usu- 
ay  be  given  safely,  even  for  pro- 
Itiged  periods,  in  the  treatment 
: Jchronic  or  recurrent  nonob- 
ucted  cystitis,  pyelitis  or 
bionephritis  due  to  E.  coli  and 
hf  ier  susceptible  organisms. 

(See  Important  Note  in  sum- 
ry  of  product  information.) 


Complete  blood  counts  and  uri- 
nalyses, with  microscopic  exami- 
nation, should  be  performed 
frequently. 

High  solubility 

Gantrisin  is  one  of  the  most  solu- 
ble of  all  sulfonamides,  with  both 
free  and  acetylated  forms  highly 
soluble  in  the  commonly  en- 
countered urinary  pH  range  of 
5.5  to  6.5.  Urine  levels  have  been 
detected  in  60  minutes;  thera- 
peutic levels  are  usually  reached 
in  2 to  3 hours.  About  90%  of  a 
single  dose  is  excreted  in  24  to 
48  hours.  As  with  all  sulfona- 
mides, adequate  fluid  intake  must 
be  maintained. 

Economy 

Average  cost  of  therapy  is  still 
only  about  6V2C  per  tablet. 


References:  1.  Bran,  J.  L.;  Karl,  D.  M., 
and  Kaye,  D.:  Clin.  Pharmacol.  Ther., 
12:525,  1971.2.  Burke,  E.C.,and 
Stickler,  G.  B.:  Mayo  Clin.  Proc.,  44: 
318,  1969.  3.  Hibbard,  L.  T.,  in  Bulger, 
M.  J.,  etal.-.  Patient  Care,  l-.( 3)47, 
1967.  4.  Holloway,  W.  J.;  Furlong,  J. 
H.,and  Scott,  E.  G.:  J.  Urol.,  102: 249,  ; 
1969.  5.  House,  T.  E.,  etal.-.  Obstet. 
Gynecol.,  34: 670,  1969.  6.  Lampe, 
W.T.:  J.  Am.  Geriatr.  Soc.,  16: 798, 
1968.7.  Moffat,  N.  A.,  and  Wenzel,  J. 

J.:  Curr.  Ther.  Res.,  13: 286,  1971. 

8.  Normand,  I.  C.  S.:  Practitioner, 

204: 91, 1970.  9.  Pryles,  C.  V.:  Med. 
Clin.  North  Am.,  54:1077,  1970. 

10.  Seneca,  H.;  Peer,  P.,  and  Warren, 
B.:  J.  Urol.,  99:337,  1968.  11.  Trafton, 
H.  M.,  and  Lind,  H.E.:  J.  Urol., 

101: 392,  1969. 


if  she  drops  out  of  her  therapy 

too  soon? 


W0 


For  acute,  chronic  or  recurrent  nonobstructed  cystitis,  pyelitis,  or 
pyelonephritis  due  to  susceptible  organisms 


begin  with  # # a 9k 

Uantnsin  y 

sulfisoxazole/Roche* 

Usual  adult  dosage:  4 to  8 tablets  stat,  2 to  4 tablets  q.i.d. 


* y * 

f >■£  ’ . 


dverse  Reactions:  Blood  dyscrasias: 
granulocytosis,  aplastic  anemia,  throm- 
ocytopenia,  leukopenia,  hemolytic  ane- 
iia,  purpura,  hypoprothrombinemia  and 
lethemoglobinemia;  Allergic  reactions: 
rythema  multiforme  (Stevens-Johnson 
yndrome),  generalized  skin  eruptions-, 
pidermal  necrolysis,  urticaria,  serum 
ickness,  pruritus,  exfoliative  dermatitis, 
inaphylactoid  reactions,  periorbital 
:dema,  conjunctival  and  scleral  injection, 
ihotosensitization,  arthralgia  and  allergic 
myocarditis;  Gastrointestinal  reactions: 


Nausea,  emesis,  abdominal  pains,  hepa- 
titis, diarrhea,  anorexia,  pancreatitis  and 
stomatitis;  C.N.S.  reactions:  Headache, 
peripheral  neuritis,  mental  depression, 
convulsions,  ataxia,  hallucinations,  tin- 
nitus, vertigo  and  insomnia;  Miscellaneous 
reactions:  Drug  fever,  chills  and  toxic 
nephrosis  with  oliguria  and  anuria.  Peri- 
arteritis nodosa  and  L.E.  phenomenon 
have  occurred.  Due  to  certain  chemical 
similarities  with  some  goitrogens,  diuretics 
(acetazolamide,  thiazides)  and  oral  hypo- 
glycemic agents,  sulfonamides  have 


mi- 


caused  rare  instances  of  goiter  production, 
diuresis  and  hypoglycemia  as  well  as  thy- 
roid malignancies  in  rats  following  long- 
term administration.  Cross-sensitivity 
with  these  agents  may  exist. 

Supplied:  Tablets  containing  0.5  Gm 
sulfisoxazole. 
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Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N.J.  07110 


Pulmonary  Function 
Course  Scheduled 

The  Tenth  Annual  New  Orleans  International 
Postgraduate  Course  for  Physicians  on  “Pul- 
monary Function  in  Health  and  Disease  will  be 
held  Dec.  3-6,  1973,  according  to  Dr.  Howard  A. 
Buechner,  chairman  of  the  course. 

The  course  is  sponsored  by  the  American 
Thoracic  Society,  the  American  College  of  Chest 
Physicians,  Louisiana  State  University  School  of 
Medicine,  in  New  Orleans  and  in  Shreveport, 
Tulane  University  School  of  Medicine,  and  the 
Alton  Ochsner  Medical  Foundation  and  the 
American  Lung  Association  of  Louisiana,  Inc. 
Its  administrative  sponsor  is  the  Louisiana  Thorac- 
ic Society.  The  LTS  is  accredited  by  the  Ameri- 
can Medical  Association. 

The  course’s  program  will  consist  of  lectures, 
symposiums,  demonstrations  and  group  sessions. 
Specific  topics  of  the  course  are  Spirometry  and 
Lung  Volumes,  Pulmonary  Mechanics  with  Em- 
phasis on  Small  Airways  Function,  Ventilation 
Perfusion  Relationships,  Tests  of  Pulmonary  Me- 
chanics Including  Body  Plethysmography,  Closing 
Volume,  and  Flow  Volume  Curves. 

Also  included  in  the  topics  will  be  individual 
groups  of  Spirometry  testing,  lectures  on  Pul- 
monary Hemodynamics — Normal  and  Disordered, 
Alveolar  Gas  Transfer:  Diffusing  Capacity,  Blood 
Gas  Transport  and  Acid  Base  Balance  and  Ex- 
ercise Testing  in  the  Evaluation  of  Pulmonary 
Function  Course  to  be  followed  by  Pulmonary 
Function  Patterns  in  Occupational  Lung  Disease. 

Dr.  Buechner  said  other  topics  included  in  the 
course  are  Problems  in  Predicting  Normal  Values 
for  Pulmonary  Function  Tests,  The  Pathophysi- 
ology of  Acute  Respiratory  Failure  Secondary  to 
Chronic  Pulmonary  Disease,  Metabolic  Functions 
of  the  Lung,  and  Demonstrations  of  Pulmonary 
Diffusion  Capacity  and  Blood  Gas  Analysis. 

Tuition  for  the  four-day  course  is  $135  for 
physicians  and  Ph.D.'s,  $85  for  allied  health  per- 
sonnel, and  $110  for  ATS  members.  Scholarships 
and  travel  assistance  are  often  available  to  resi- 
dents and  fellows  through  state  and  local  Christ- 
mas Seal  associations  in  their  home  states,  Dr. 
Buechner  advised. 

The  course  will  be  held  in  the  auditorium  of 
Louisiana  State  University  School  of  Medicine  in 
New  Orleans.  Course  programs,  application  forms 
and  hotel  information  are  available  from  the 
Louisiana  Thoracic  Society,  Suite  1504,  333  St. 
Charles  Ave.,  New  Orleans,  La.,  70130;  Atten- 
tion: W.  Findley  Raymond,  Executive  Director. 
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PRESCRIBING  INFORMATION 
Antiminth  (pyrantel  pamoate)  Oral 
Suspension 

Actions.  Antiminth  (pyrantel  pamo- 
ate) has  demonstrated  anthelmintic 
activity  against  Enterobius  vermicu- 
laris  (pinworm)  and  Ascaris  lumbri- 
coides  (roundworm).  The  anthelmin- 
tic action  is  probably  due  to  the 
neuromuscular  blocking  property  of 
the  drug. 

Antiminth  is  partially  absorbed 
after  an  oral  dose.  Plasma  levels  of 
unchanged  drug  are  low.  Peak  levels 
(0.05-0. 13/tg/ ml.)  are  reached  in  1-3 
hours.  Quantities  greater  than  50% 
of  administered  drug  are  excreted  in 
feces  as  the  unchanged  form,  whereas 
only  7%  or  less  of  the  dose  is  found 
in  urine  as  the  unchanged  form  of 
the  drug  and  its  metabolites. 
Indications.  For  the  treatment  of 
ascariasis  (roundworm  infection)  and 
enterobiasis  (pinworm  infection). 
Warnings.  Usage  in  Pregnancy:  Re- 
production studies  have  been  per- 
formed in  animals  and  there  was  no 
evidence  of  propensity  for  harm  to 
the  fetus.  The  relevance  to  the  hu- 
man is  not  known. 

There  is  no  experience  in  preg- 
nant women  who  have  received  this 
drug. 

Precautions.  Minor  transient  eleva- 
tions of  SGOT  have  occurred  in  a 
small  percentage  of  patients.  There- 
fore, this  drug  should  be  used  with 
caution  in  patients  with  pre-existing 
liver  dysfunction. 

Adverse  Reactions.  The  most  fre- 
quently encountered  adverse  reac- 
tions are  related  to  the  gastrointes- 
tinal system. 

Gastrointestinal  and  hepatic  reac- 
tions: anorexia,  nausea,  vomiting, 
gastralgia,  abdominal  cramps,  diar- 
rhea and  tenesmus,  transient  eleva- 
tion of  SGOT 

CNS  reactions:  headache,  dizzi- 
ness, drowsiness,  and  insomnia.  Skin 
reactions:  rashes. 

Dosage  and  Administration.  Chil- 
dren and  Adults:  Antiminth  Oral 
Suspension  (50  mg.  of  pyrantel  base/ 
ml.)  should  be  administered  in  a 
single  dose  of  1 1 mg.  of  pyrantel  base 
per  kg.  of  body  weight  (or  5 mg./  lb.); 
maximum  total  dose  1 gram.  This 
corresponds  to  a simplified  dosage 
regimen  of  1 cc.  of  Antiminth  per  10 
lb.  of  body  weight.  (One  teaspoonful 
= 5 cc.) 

Antiminth  (pyrantel  pamoate) 
Oral  Suspension  may  be  adminis- 
tered without  regard  to  ingestion  of 
food  or  time  of  day;  and  purging  is 
not  necessary  prior  to,  during,  or 
after  therapy.  It  may  be  taken  with 
milk  or  fruit  juices.  Because  of  lim- 
ited data  on  repeated  doses,  no  rec- 
ommendations can  be  made. 

How  Supplied.  Antiminth  is  avail- 
able as  a pleasant  tasting  caramel- 
flavored  suspension  which  contains 
the  equivalent  of  50  mg.  pyrantel 
base  per  ml.,  supplied  in  60  cc.  bot- 
tles. 

R06RIG  (O 

A division  of  Pfizer  Pharmaceuticals 

New  York,  New  York  1001 7 
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If  he’s  making  the 
rounds  of  San  Francisco*.. 


Antivert/25 

(25  mg.  meclizine  HC1) 

for  vertigo* 


Antivert*  (meclizine  HC1)  has  been  found 
useful  in  the  management  of  vertigo  associ- 
ated  with  diseases  affecting  the  vestibular  sys- 
tern.  It  is  available  as  Antivert  (12.5  mg. 
meclizine  HC1)  and  Antivert/25  (25  mg. 
meclizine  HC1)  scored  tablets  for  conven- 
ience and  flexibility  of  dosage.  Antivert/25 
(25  mg.  meclizine  HC1)  Chewable  Tablets 
are  available  for  the  management  of  nausea, 
vomiting,  and  dizziness  associated  with  mo- 
tion sickness. 


*INDICATIONS.  Based  on  a review  of  this  drug  by 
the  National  Academy  of  Sciences-National  Research 
Council  and/or  other  information,  FDA  has  classified 
the  indications  as  follows : 

Effective:  Management  of  nausea  and  vomiting  and 
dizziness  associated  with  motion  sickness. 

Possibly  Effective:  Management  of  vertigo  asso- 
dated  with  diseases  affecting  the  vestibular  system. 

Final  classification  of  the  less  than  effective  indica' 
tions  requires  further  investigation. 


CONTRAINDICATIONS.  Administration  of  Antivert 
during  pregnancy  or  to  women  who  may  become  pregnant 
is  contraindicated  in  view  of  the  teratogenic  effect  of  the 
drug  in  rats. 

The  administration  of  meclizine  to  pregnant  rats  during 
the  12th' 15th  day  of  gestation  has  produced  cleft  palate  in 
the  offspring.  Limited  studies  using  doses  of  over  100  mg./ 
kg./day  in  rabbits  and  10  mg./kg./day  in  pigs  and  monkeys 
did  not  show  cleft  palate.  Congeners  of  meclizine  have 
caused  cleft  palate  in  species  other  than  the  rat. 

Meclizine  HC1  is  contraindicated  in  individuals  who  have 
shown  a previous  hypersensitivity  to  it. 

WARNINGS.  Since  drowsiness  may,  on  occasion,  occur 
with  use  of  this  drug,  patients  should  be  warned  of  this  pos' 
sibility  and  cautioned  against  driving  a car  or  operating 
dangerous  machinery. 

Usage  in  Children:  Clinical  studies  establishing  safety  and 
effectiveness  in  children  have  not  been  done;  therefore, 
usage  is  not  recommended  in  the  pediatric  age  group. 

Usage  in  Pregnancy:  See  “Contraindications.” 


ADVERSE  REACTIONS.  Drowsiness,  dry  mouth  and, 


on  rare  occasions,  blurred 
vision  have  been  reported. 


R06RIG 

A division  of  Pfizer  Pharmaceuticals 
New  York,  New  York  10017 


ORGANIZATION  / Continued 

Miss.  Alcoholism  Program 
Makes  Grants-in-Aid 

In  an  effort  to  determine  the  need  for  alco- 
holism services  in  Mississippi  and  to  make  com- 
prehensive alcoholism  treatment  and  rehabilitation 
resources  available  to  all  sections  of  the  state,  the 
Alcohol  Abuse  and  Alcoholism  Program  of  the 
State  Board  of  Health  has  begun  a grant-in-aid 
program  to  various  agencies  throughout  the  state, 
according  to  Dr.  Alton  B.  Cobb,  State  Health  Of- 
ficer. The  Alcohol  Abuse  and  Alcoholism  Pro- 
gram is  itself  funded  through  formula  grant 
monies  from  the  National  Institute  on  Alcohol 
Abuse  and  Alcoholism  and  is  located  within  the 
Division  of  Mental  Health  Services  under  the  di- 
rection of  Dr.  Nina  B.  Goss-Moffitt. 

Harold  B.  Armstrong,  supervisor  of  the  Alco- 
hol Abuse  and  Alcoholism  Program,  announced 
that  a considerable  portion  of  the  1973  formula 
grant  funds  was  made  available  as  seed  money  to 
regional  programs,  institutions  of  higher  learning, 
and  others.  One  of  the  first  grants  made  was  in 
the  amount  of  $5,000  to  Mississippi  State  Uni- 
versity for  the  development  of  the  Mississippi  Al- 
cohol Safety  Education  Program  (MASEP). 
MASEP  is  conducted  by  the  Department  of 
Sociology  and  Anthropology  of  Mississippi  State 
with  the  cooperation  of  the  Governor’s  Highway 
Safety  Program,  the  Mississippi  Highway  Patrol, 
and  the  Mississippi  State  Board  of  Health.  This 
project,  a reeducation  school  for  those  arrested 
for  driving  while  intoxicated,  has  proved  very 
successful  and  is  now  being  expanded  to  several 
areas  in  the  state. 

The  largest  grant  made  has  been  that  of  $100,- 
000  for  the  formation  of  an  Alcohol  Abuse  and 
Alcoholism  Consortium,  made  up  of  Mississippi 
State  University,  the  University  of  Mississippi,  the 
University  of  Southern  Mississippi,  and  Jackson 
State  College.  This  type  of  consortium,  which  has 
the  potential  of  fulfilling  many  training  and  re- 
search purposes,  is  one  of  the  most  innovative 
components  of  the  Alcohol  Abuse  and  Alcoholism 
Program. 

The  Division  of  Comprehensive  Health  Plan- 
ning’s A Agency  in  Jackson  was  the  recipient  of 
a $20,000  grant  for  the  management  and  main- 
tenance of  the  Advisory  Council  to  the  Alcohol 
Abuse  and  Alcoholism  Program.  The  location  of 
this  group  within  Comprehensive  Health  Planning 
gives  the  Alcohol  Abuse  and  Alcoholism  Program 
a closer  tie  with  the  entire  network  of  health  ser- 
vices in  Mississippi. 


In  order  to  survey  the  existing  alcoholism  re- 
sources and  the  need  for  further  services  in  vari- 
ous regions  of  the  state,  the  following  agencies  re- 
ceived grants:  Comprehensive  Health  Planning. 
B Agency  for  Region  9 in  Jackson  ( $ 12.000) ; 
Comprehensive  Health  Planning,  B Agency  for 
Region  7 in  Brookhaven  ($12,000);  and  Mental 
Health-Mental  Retardation  Region  4 in  Corinth 
($5,000).  In  addition,  $5,000  grants  were  made 
to  Jackson  State  College  for  research  into  drink- 
ing habits  among  blacks  and  to  Dr.  Peter  M.  Mil- 
ler of  the  V.A.  Hospital  for  research  and  treat- 
ment of  the  public  inebriate. 

One  of  the  top  priorities  of  the  Alcohol  Abuse 
and  Alcoholism  Program  has  been  the  training  of 
professional  and  non-professional  personnel  to  in- 
crease the  supply  of  manpower  in  Mississippi 
capable  of  dealing  with  various  aspects  of  the 
problems  of  alcohol  abuse  and  alcoholism.  To 
further  this  goal,  the  program  has  provided  a 
grant  of  $3,925  to  the  Department  of  Health  of 
the  University  of  Southern  Mississippi  for  a train- 
ing workshop  for  teachers  and  a sum  of  $10,000 
to  the  Department  of  Guidance  and  Counseling  at 
USM  for  the  training  of  qualified  alcoholism 
counselors.  In  addition,  61  persons  from  Missis- 
sippi attended  the  one-week  Southeastern  School 
of  Alcohol  Studies  at  the  University  of  Georgia 
in  1972. 

As  a pilot  project,  Mental  Health-Mental  Re- 
tardation Regions  1 and  2 received  $25,000  for 
the  delivery  of  alcoholism  services  through  the 
Oxford  Mental  Health  Center.  Major  thrusts  of 
this  project  are  the  development  of  treatment  ser- 
vices relevant  to  the  needs  of  employed  persons 
with  alcohol  problems  and  for  those  persons  at- 
tending the  DWI  Reeducation  Schools  who  re- 
quire and  need  treatment  or  rehabilitation. 

By  utilizing  a major  part  of  the  $397,485  For- 
mula Grant  Funds  for  1974,  the  Alcohol  Abuse 
and  Alcoholism  Program  plans  to  make  grants 
similar  in  amount  and  purpose  to  other  regional 
programs  throughout  the  state.  Three  grants-in- 
aid  have  been  approved  to  date:  Mental  Health- 
Mental  Retardation  Region  3 in  Tupelo  ($25,000); 
Mental  Health-Mental  Retardation  Region  7 in 
Starkville  ($20,000);  and  Mental  Health-Men- 
tal Retardation  Region  12  in  Hattiesburg  ($20,- 
000);  additionally,  Meridian  Junior  College  has 
received  a $10,000  grant  for  an  educational  and 
treatment  program. 

With  these  grants,  the  program  hopes  to  in- 
crease the  awareness  in  every  community  of  the 
problems  of  alcohol  abuse  and  alcoholism  and  to 
stimulate  the  development  of  effective,  compre- 
hensive programs  for  those  Mississippians  affected 
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by  these  problems.  Anyone  interested  in  further 
information  about  details  of  the  grant  program  or 
in  the  Alcohol  Abuse  and  Alcoholism  Program 
should  contact  Mrs.  Margaret  Graham,  Public 
Information  Specialist  for  the  program,  at  the 
Mississippi  State  Board  of  Health,  P.  O.  Box 
1700,  Jackson  39205. 

PMA  Foundation 
Offers  Faculty  Awards 

The  Pharmaceutical  Manufacturers  Association 
Foundation  announced  it  will  continue  its  faculty 
development  awards  in  1974  to  help  meet  man- 
power needs  in  clinical  pharmacology. 

Thomas  E.  Hanrahan,  executive  director  of  the 
foundation,  said  the  purpose  of  the  award  pro- 
gram, which  was  inaugurated  in  1966,  is  to  stimu- 
late teaching,  training,  and  research  in  the  field 
of  clinical  pharmacology. 

Medical  schools  are  given  the  opportunity  to 
suggest  candidates  at  the  junior  faculty  level  who 
indicate  a “strong  determination  for  a fulltime 
career  in  clinical  pharmacology,  either  in  a medi- 
cal school,  or  related  institution,  or  in  the  pharma- 
ceutical industry.” 

The  two-year  awards  to  begin  July  1,  1974, 
include  variable  salary  features  and  other  benefits. 
The  deadline  for  applications  is  October  1;  names 
of  those  selected  to  receive  the  awards  will  be 
announced  by  December  15. 

Hanrahan  said  recipients  will  be  selected  by 
the  foundation’s  Board  of  Directors,  based  upon 
recommendations  from  an  advisory  committee 
composed  of  individuals  from  the  pharmaceutical 
industry,  the  academic  community,  and  the 
government. 

Awards  for  1973  went  to  three  individuals, 
bringing  to  27  the  number  awarded  under  the 
program. 

FDA  Urged  to 
Delay  Cough  Guidelines 

Spokesmen  for  drug  companies  and  physicians' 
groups  have  urged  the  Food  and  Drug  Adminis- 
tration to  delay  guidelines  on  what  cough  and  al- 
lergy prescription  products  may  contain. 

“These  products  have  been  used  safely  and 
successfully  by  physicians  for  decades,”  the  Amer- 


ican Medical  Association  told  a FDA  hearing. 
Asking  no  “precipitous  action,”  the  AMA  said 
“there  is  hardly  a citizen  who  has  not  received 
some  relief  from  bothersome  symptoms  via  one 
or  more  of  these  products.” 

The  proposed  guidelines  cover  more  than  200 
of  the  most  widely  prescribed  prescription  cough 
and  allergy  medicines.  Specific  limitations  would 
be  placed  on  composition  such  as  banning  com- 
binations of  expectorants  and  antihistamines.  Ef- 
fect will  be  to  bar  continued  marketing  of  many 
cough  and  allergy  preparations. 

Dr.  John  H.  Budd,  a member  of  the  AMA 
Board  of  Trustees,  said  the  interim  guidelines 
would  not  serve  the  public  interest.  Dr.  Budd 
noted  that  a FDA  panel  on  over-the-counter  drugs 
is  reviewing  the  OTC  situation.  “It  is  apparent 
that  the  final  monograph  that  emerges  from  this 
review  process  will  have  a substantial  bearing  on 
the  formulation  and  labeling  of  prescription  as 
well  as  OTC  drugs  . . . and  in  many  respects  will 
determine  the  related  issues,”  said  Dr.  Budd. 

The  proposed  interim  guidelines  were  not  for- 
mulated under  the  specific  requirements  of  the  drug 
law,  he  said,  “but  rather  were  devised  on  the 
basis  of  subjective  judgments  made  by  members 
of  the  appropriate  drug  efficacy  study  panels.” 

The  AMA  official  said  that  if  one  considers  the 
contribution  any  one  drug  may  make  to  a mix- 
ture, published  evidence  as  specified  in  the  law 
does  not  exist  for  any  of  the  classes  of  drugs  in 
cough  mixtures:  antitussives,  expectorants,  anti- 
histamines, decongestants,  demulcents  or  flavor- 
ings. 

“The  problem  that  confronts  us  is  not  a simple 
straightforward  one  such  as  determining  the  effect 
a drug  has  on  bacterial  multiplication,  urine  out- 
put or  level  of  a plasma  constituent.  Rather  we 
are  in  the  difficult  area  of  subjective  human  feel- 
ings, symptoms  with  profound  psychological  as 
well  as  physical  parameters.  The  remedies  for 
cough  were  developed  by  trial  and  error  over 
decades  and  even  hundreds  of  years.  The  long 
history  behind  the  expectorant  ingredients  . . . 
have  put  them,  in  the  doses  used,  to  the  test  of 
safety  and  by  the  impressions  of  clinicians  to  the 
test  of  effectiveness.  How  effective  they  are  is 
difficult  to  measure  since  for  cough  the  placebo 
effect  is  extremely  important.  Many  coughs  re- 
spond simply  to  a drink  of  water.  Other  coughs 
respond  to  expectorants.  Still  others  respond  only 
to  substantial  doses  of  codeine  or  an  equivalent 
antitussive,  and  finally  some  coughs  will  yield  to 
nothing  yet  devised.” 
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ORGANIZATION  / Continued 

Continuing  Med  Education 
Programs  Scheduled 

Beginning  with  this  issue.  Journal  MSMA  will 
begin  publishing  regularly  the  schedules  of  up- 
coming medical  education  programs  distributed 
by  the  Network  for  Continuing  Medical  Education 
(NCME). 

NCME  is  an  educational  television  service  for 
some  100,000  physicians  at  over  650  hospitals 
and  medical  centers  across  the  country. 

In  Mississippi  the  following  are  served  by 
NCME:  University  of  Mississippi  School  of  Medi- 
cine (Dept,  of  Psychiatry),  Jackson;  Veterans 
Administration  Hospital,  Jackson;  and  Mississippi 
Regional  Medical  Program,  Jackson. 

Every  two  weeks  hospitals  in  the  network  re- 
ceive one-hour  videotapes  containing  new  pro- 
grams on  three  or  more  medical  subjects.  These 
programs,  predominantly  clinical  in  nature,  are 
approved  for  accreditation  by  the  American  Medi- 
cal Association  and  the  American  Academy  of 
Family  Physicians. 

Supported  by  Roche  Laboratories,  NCME  pro- 
vides programs  without  charge  in  most  two-inch, 
one-inch  and  half-inch  reel-to-reel  videotape  for- 
mats. Videocassettes,  which  may  be  kept,  are 
optional  at  a modest  fee. 

As  a supplement  to  its  regular  service,  the 
NCME  Master  Library  makes  some  600  programs 
available  on  a rental  or  purchase  basis. 

For  further  information,  contact  NCME,  15 
Columbus  Circle,  New  York,  N.  Y.  10023. 

SCHEDULE  OF  UPCOMING 
NCME  PROGRAMS 

Here  are  playing  dates  and  upcoming  programs 
to  be  distributed  by  The  Network  for  Continuing 
Medical  Education  (NCME): 

Aug.  1 3-Sept.  9 Screening  Pre-Schoolers  for  Neu- 
rological Deficits,  with  N.  Paul 
Rosman,  M.D.,  Boston  University 
School  of  Medicine  and  Boston 
City  Hospital. 

Stasis  Ulcers  of  the  Ankle,  with 
Robert  A.  Nabatoff,  M.D.,  Mount 
Sinai  Medical  Center,  New  York 
City. 

Abdominal  Arteriography,  with 
Robin  Craid  Watson,  M.D.,  Cor- 
nell University  Medical  Center 


and  Memorial  Sloan-Kettering 
Cancer  Center,  New  York  City. 

Sept.  10-23  The  Hyperactive  Child:  Finding 
the  Cause,  with  Gerald  Eren- 
berg,  M.D.,  Montefiore-Moris- 
sania  Hospitals,  New  York  City. 
Endoamnioscopy:  Inside  the  Fu- 
ture, with  Carlo  Valenti,  M.D., 
State  University  of  New  York 
Downstate  Medical  Center, 
Brooklyn,  N.  Y. 

Early  Surgery  for  the  Arthritic 
Hand,  with  Alan  W.  Wilde,  M.D., 
Cleveland  (Ohio)  Clinic. 

Sept.  24-Oct.  7 Managing  the  Hyperactive  Child, 
with  Gerald  Erenberg,  M.D., 
Pediatric  Neurologist,  Montefiore 
Medical  Center  and  Morrisania 
Hospital,  Bronx,  N.  Y. 

U . S.  Acupuncture:  Status  Report, 
1973  with  physicians  and  scien- 
tists from  Boston,  Cincinnati,  Los 
Angeles  and  Canoga  Park,  Cal., 
New  York  City,  St.  Louis  and 
Washington,  D.  C. 

Antibiotic  Misadventure:  “The 

Case  of  Overkill,”  with  Harold  C. 
Neu,  M.D.,  Chief  of  Infectious 
Diseases,  Columbia  University 
College  of  Physicians  and  Sur- 
geons, New  York  City.  (A  Drug 
Spotlight  Program  feature.) 

Oct.  8-21  How  to  Overdiagnose  Pulmonary 

Embolism , with  Edward  H. 
Morgan,  M.D.,  Head,  Respiratory 
Disease  Section,  The  Mason 
Clinic,  Seattle,  Washington. 

What  You  and  Your  Patient 
Should  Know  About  Coronary 
Arteriography,  with  F.  Mason 
Sones,  Jr.,  M.D.,  Director  of 
Cardiovascular  Medicine  and 
Cardiac  Laboratory,  and  Donald 
B.  Effler,  M.D.,  Director,  De- 
partment of  Cardiovascular  and 
Thoracic  Surgery,  both  of  The 
Cleveland  Clinic. 

Antibiotic  Misadventure:  “The 
Case  of  Superinfection,  Par  Ex- 
cellence,” with  Harold  C.  Neu, 
M.D.,  Chief  of  Infectious  Diseas- 
es, Columbia  University  College 
of  Physicians  and  Surgeons,  New 
York  City.  (A  Drug  Spotlight 
Program  feature.) 
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Nose  Plastic 
Surgery  Course  Set 

An  advanced  continuing  education  workshop 
in  “Plastic  Surgery  of  the  Nose:  Rhinoplasty  and 
Reconstruction”  will  be  held  Sept.  29-Oct.  3,  1973, 
under  the  direction  of  Dr.  M.  Eugene  Tardy,  Jr. 

The  course  is  jointly  sponsored  by  the  Depart- 
ment of  Otolaryngology,  University  of  Illinois 
Medical  Center,  the  American  Academy  of  Facial 
Plastic  and  Reconstructive  Surgery,  Inc.,  and 
Saint  Joseph  Hospital,  Chicago. 

Refinements  in  plastic  and  reconstructive  sur- 
gery of  the  nose,  including  rhinoplasty,  will  be 
discussed  and  demonstrated  by  the  faculty. 
Closed  circuit  color  television  surgery  will  provide 
live  surgical  demonstrations.  Nasal  reconstruction 
topics  include  acute  nasal  trauma,  skin  grafts, 
local  and  regional  flaps,  dermabrasion,  cryosur- 
gery, burns,  scar  camouflage,  implants,  bone  and 
cartilage  grafts,  composite  grafts  and  prostheses. 
Topics  considered  in  rhinoplasty  include  pho- 
tography, analysis,  dynamics,  psychiatric  evalua- 
tion, incisional  approaches,  hump  removal  and 
osteotomies,  surgical  anatomy,  tip  refinements, 
cleft  lip-nose  complex,  columellar  deformities, 
septoplasty,  complication  avoidance. 

For  brochure  and  applications,  write  Dr. 
M.  Eugene  Tardy,  Jr.,  Course  Director,  Depart- 
ment of  Otolaryngology,  Eye  and  Ear  Infirmary, 
1855  W.  Taylor,  Chicago,  111.  60612. 

Psychiatric  Drugs 
Help  Prevent  Relapse 

A multi-clinic,  NIMH  research  project  in 
Maryland  shows  that  continued  use  of  psychiatric 
medication  in  the  post-hospital  treatment  of  schiz- 
ophrenic patients  is  highly  effective  in  preventing 
relapse. 

Principal  investigator  Gerard  E.  Hogarty,  chief 
of  Social  Science  Research  at  Friends  Medical 
Science  Research  Center  in  Baltimore,  is  continu- 
ing the  study  under  a grant  from  the  National  In- 
stitute of  Mental  Health,  of  HEW’s  Health  Ser- 
vices and  Mental  Health  Administration. 

Hogarty  and  his  colleague,  Dr.  Solomon  C. 
Goldberg,  of  NIMH’s  Psychopharmacology  Re- 
search Branch,  initiated  the  study  to  provide  evi- 
dence on  how  two  modes  of  treatment-drug  medi- 
cation and  sociotherapy — interest  in  the  preven- 


tion of  relapse.  The  team  also  sought  to  test  the 
effect  of  continued  drug  use  in  improving  social 
adjustment  among  the  discharged  patients. 

The  investigators  found  that  only  31  per  cent 
of  the  patients  being  given  a major  tranquilizer 
were  rehospitalized  during  the  first  year  following 
discharge,  a rate  less  than  half  of  that  for  patients 
receiving  a dummy  medication. 

Participating  in  the  study  were  374  patients 
treated  for  schizophrenic  disorders  at  three  Mary- 
land State  Hospitals  serving  the  Baltimore  area. 
Following  discharge,  patients  were  grouped  and 
assigned  to  one  of  four  treatment  regimens.  These 
included  drug  alone  (Thorazine),  drug  with 
sociotherapy  (social  casework  and  vocational  re- 
habilitation counseling),  placebo  alone,  and 
placebo  with  sociotherapy. 

Neither  doctor  nor  patient  knew  which  medi- 
cation was  being  used.  This  research  procedure, 
known  as  “double  blind,”  is  designed  to  lessen  the 
possibility  of  bias. 

In  the  January  issue  of  the  Archives  of  General 
Psychiatry  the  investigators  reported  that  all  pa- 
tients, whether  on  drugs  or  placebo  who  were  not 
rehospitalized  within  six  months,  were  adjusting 
equally  well.  After  six  months,  however,  placebo 
patients  began  to  relapse  at  a rate  twice  that  of 
those  who  received  drugs. 

The  researchers  suggested  that  the  drug  should 
be  maintained  for  its  long-term  preventive  value 
as  well  as  for  its  immediate  therapeutic  effect.  Al- 
though psychiatric  drugs  are  frequently  prescribed 
for  patients  after  discharge,  if  discontinued  when 
the  symptoms  become  less  obvious,  the  drugs’  full 
potential  is  nullified. 

The  project  is  also  contributing  to  a fuller  un- 
derstanding of  the  aftercare  process  as  a whole. 
The  data  indicates  that  psychotherapies  used  in 
the  aftercare  of  mentally  and  emotionally  disor- 
dered patients  might  require  at  least  a year  to 
show  a noticeable  effect. 

Although  average  lengths  of  hospitalization 
have  decreased  dramatically  since  psychothera- 
peutic drugs  were  introduced  in  the  mid- 1950’s, 
the  frequent  rehospitalization  of  patients  has  be- 
come a major  problem.  The  NIMH-supported 
study  is  the  first  comprehensive  effort  to  prove 
the  preventive  value  of  drugs  in  the  post-hospital 
care  of  patients. 

Later  phases  of  the  study  will  describe  relapse 
rates  in  the  second  year  following  discharge.  The 
team  also  plans  to  analyze  further  the  effects  of 
various  treatment  approaches  and  why  patients 
arbitrarily  stop  taking  prescribed  medication. 
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Because  you 
practice 

medicine  in  the 
MagnoliaState... 


ou  carry  one  of  the  heaviest 
atient  loads  in  the  country, 
ince  this  may  include 
number  of  patients  with 
astritis  and  duodenitis... 
ou  should  know 
lore  about  Librax® 


lelps  reduce 

nxiety-related  G.I.  symptoms 

!\  patient  may  blame  his  attacks  of  gastritis  or 
uodenitis  on  “something  he  ate”  but  contribut- 
lg  factors  may  be  his  job, 
larital  problems,  financial 
/orries  or  some  other  unmen- 
ioned  source  of  stress  and 
xcessive  anxiety  that 
xacerbated  the  condition. 

Vhether  it  is  “something 
le  ate”  or  “something  eating  him,”  adjunctive 
.ibrax  can  help.  Librax  offers  both  the  antianxiety 
ction  of  Librium®  (chlordiazepoxide  HC1),  that  can 
-ielp  relieve  excessive  anxiety,  and  the  dependable 
Anticholinergic  action  of  Quarzan®  (clidinium  Br), 
m at  can  help  reduce  gastrointestinal  hypermotility 
find  hypersecretion. 

Before  prescribing,  please  consult  complete  product  information, 
a summary  of  which  follows: 

Contraindications:  Patients  with  glaucoma;  prostatic  hyper- 
trophy and  benign  bladder  neck  obstruction;  known  hypersen- 
sitivity to  chlordiazepoxide  hydrochloride  and/or  clidinium 
bromide. 

Warnings:  Caution  patients  about  possible  combined  effects 
with  alcohol  and  other  CNS  depressants.  As  with  all  CNS- 
acting  drugs,  caution  patients  against  hazardous  occupations 
requiring  complete  mental  alertness  (e.g.,  operating  machinery, 
driving).  Though  physical  and  psychological  dependence  have 
rarely  been  reported  on  recommended  doses,  use  caution  in 
administering  Librium  (chlordiazepoxide  hydrochloride)  to 
known  addiction-prone  individuals  or  those  who  might  increase 
dosage;  withdrawal  symptoms  (including  convulsions),  following 
discontinuation  of  the  drug  and  similar  to  those  seen  with  bar- 
biturates, have  been  reported.  Use  of  any  drug  in  pregnancy, 
lactation,  or  in  women  of  childbearing  age  requires  that  its 
potential  benefits  be  weighed  against  its  possible  hazards.  As 
with  all  anticholinergic  drugs,  an  inhibiting  effect  on  lactation 
may  occur. 

Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest 
effective  amount  to  preclude  development  of  ataxia,  overseda- 
tion or  confusion  (not  more  than  two  capsules  per  day  initially; 
increase  gradually  as  needed  and  tolerated).  Though  generally 
not  recommended,  if  combination  therapy  with  other  psycho- 
tropics seems  indicated,  carefully  consider  individual  pharma- 
cologic effects,  particularly  in  use  of  potentiating  drugs  such  as 
MAO  inhibitors  and  phenothiazines.  Observe  usual  precautions 
in  presence  of  impaired  renal  or  hepatic  function.  Paradoxical 
reactions  (e.g.,  excitement,  stimulation  and  acute  rage)  have 
been  reported  in  psychiatric  patients.  Employ  usual  precautions 


Patient-oriented  dosage  — up  to 
8 capsules  daily  in  divided  doses 

For  optimal  response,  dosage  can  be  adjusted  to  suit 
patient  needs— 1 or  2 capsules,  3 or  4 times  a day. 

To  help  relieve 
anxiety-linked 
symptoms  in  gastritis 
and  duodenitis 
-w-  adjunctive 

Librax  - 

Each  capsule  contains  5 mg  chlordiazepoxide  HC1 
and  2.5  mg  clidinium  Br. 


in  treatment  of  anxiety  states  with  evidence  of  impending 
depression;  suicidal  tendencies  may  be  present  and  protective 
measures  necessary.  Variable  effects  on  blood  coagulation  have 
been  reported  very  rarely  in  patients  receiving  the  drug  and  oral 
anticoagulants;  causal  relationship  has  not  been  established 
clinically. 

Adverse  Reactions:  No  side  effects  or  manifestations  not  seen 
with  either  compound  alone  have  been  reported  with  Librax. 
When  chlordiazepoxide  hydrochloride  is  used  alone,  drowsiness, 
ataxia  and  confusion  may  occur,  especially  in  the  elderly  and 
debilitated.  These  are  reversible  in  most  instances  by  proper 
dosage  adjustment,  but  are  also  occasionally  observed  at  the 
lower  dosage  ranges.  In  a few  instances  syncope  has  been 
reported.  Also  encountered  are  isolated  instances  of  skin 
eruptions,  edema,  minor  menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms,  increased  and 
decreased  libido— all  infrequent  and  generally  controlled  with 
dosage  reduction;  changes  in  EEG  patterns  (low-voltage  fast 
activity)  may  appear  during  and  after  treatment;  blood 
dyscrasias  (including  agranulocytosis),  jaundice  and  hepatic 
dysfunction  have  been  reported  occasionally  with  chlordiaz- 
epoxide hydrochloride,  making  periodic  blood  counts  and  liver 
function  tests  advisable  during  protracted  therapy.  Adverse 
effects  reported  with  Librax  are  typical  of  anticholinergic  agents, 
i.e.,  dryness  of  mouth,  blurring  of  vision,  urinary  hesitancy  and 
constipation.  Constipation  has  occurred  most  often  when 
Librax  therapy  is  combined  with  other  spasmolytics  and/or 
low  residue  diets. 


Roche  Laboratories 

Division  of  Hoffmann -La  Roche  Inc. 

Nutley,  New  Jersey  07110 


ORGANIZATION  / Continued 

Care  of  Injured 
Seminar  Set 

Approximately  125  physicians  are  expected  to 
attend  a four-day  seminar  on  “Life-Saving  Mea- 
sures for  the  Critically  Injured,”  sponsored  by  the 
American  College  of  Surgeons’  Committee  on 
Trauma  and  the  department  of  surgery  of  the 
University  of  Tennessee  College  of  Medicine, 
Memphis,  on  Nov.  14-17,  1973. 

This  seminar  at  Shrier  Auditorium  is  one  of  16 
being  held  throughout  the  U.  S.  during  1973-74 
by  the  Trauma  Committee  in  cooperation  with 
departments  of  surgery  of  medical  schools.  It  is 
designed  particularly  for  rural  and  general  prac- 
titioners, physicians  called  upon  most  frequently 
to  render  primary  medical  care  to  the  injured. 
Though  aimed  at  the  non-specialist  and  emergency 
department  physician,  the  broad  curriculum  is 
useful  also  for  surgical  specialists  and  internists. 

Dr.  Harwell  Wilson,  professor  and  chairman, 
department  of  surgery,  University  of  Tennessee, 
is  course  director.  Assisting  him  are  Drs.  James 
W.  Pate,  professor,  and  Louis  Britt,  associate  pro- 
fessor, both  of  the  department  of  surgery. 

A faculty  of  26  experts  in  the  field  of  trauma, 
serving  as  “teachers,”  will  report  on  the  latest 
in  care  of  the  injured.  All  but  four  are  members 
of  the  University  of  Tennessee  faculty. 

Lecturers  from  outside  the  university  include 
Dr.  C.  Thomas  Fitts,  associate  professor  of  sur- 
gery, Medical  College  of  South  Carolina,  Charles- 
ton, speaking  on  “Assessment  of  the  Critically 
Injured  Patient”;  Dr.  Roger  T.  Sherman,  pro- 
fessor and  chairman,  department  of  surgery,  Uni- 
versity of  South  Florida,  Tampa,  “Pathophysiol- 
ogy of  Shock — Clinical  Correlations”;  Dr.  James 
D.  Hardy,  professor  and  chairman,  department 
of  surgery,  University  of  Mississippi,  Jackson, 
“Overview  of  Management  of  Critically  Injured”; 
and  John  J.  Thomason,  attorney,  Memphis, 
“Avoiding  Medico-Legal  Problems  in  the  Criti- 
cally Injured.” 

Other  topics  to  be  covered  include:  ventilation 
of  the  injured  patient;  initial  care  of  soft  tissue 
wounds;  care  of  the  multiple  injury  patient;  pul- 
monary physiology;  laryngeal  injuries;  severe  in- 
juries of  the  face;  blunt  and  penetrating  blood 
vessel  injuries  of  the  lower  extremity,  abnormal 
injuries,  head  and  spinal  cord  injuries;  fractures 
and  dislocations;  genito-urinary  tract  injuries; 
blood  and  electrolyte  replacement  in  the  severely 
injured;  blood  vessel  injuries  of  torso,  base  of 
neck  and  upper  extremity;  burns;  trauma  and 


renal  function;  coagulation  and  transfusion  prob- 
lems; metabolic  effects  of  trauma-hyperalimenta- 
tion; the  injured  child;  priorities  in  the  multiple 
injury  patient;  post  traumatic  pulmonary  insuffi- 
ciency; use  and  abuse  of  drugs  affecting  the 
cardiovascular  system,  and  unusual  traumatic 
deaths. 

Dr.  Oscar  P.  Hampton,  Jr.,  director  of  the 
Trauma  Division  of  the  ACS,  provides  staff  sup- 
port for  all  trauma  programs  of  the  college.  Fi- 
nancial support  for  this  series  of  seminars  is  being 
provided  under  contract  number  NIH-72-4393, 
Public  Health  Service,  HEW. 

This  seminar  is  approved  by  the  American 
Medical  Association  for  credit  toward  Physician's 
Recognition  Award,  by  the  American  College  of 
Emergency  Physicians  for  continuing  education 
credit  for  members,  and  by  the  American  Acad- 
emy of  Family  Physicians  for  27  hours  of  credit. 
Registration  fee  is  $75  (includes  three  luncheons, 
reception,  banquet,  and  copy  of  book,  Early  Care 
of  the  Injured  Patient). 

Other  sites  for  1973  include  Dallas,  San  Fran- 
cisco and  Denver. 

Mead  Johnson 
Markets  Questran 

Mead  Johnson  Laboratories  has  announced  that 
marketing  of  Questran  (cholestyramine)  for  the 
lowering  of  serum  cholesterol  levels  will  begin 
immediately  according  to  Dr.  James  M.  Tuholski, 
president.  Mead  Johnson  & Company. 

Questran  lowers  serum  cholesterol  levels  in  one 
of  the  commonest  occurring  types  of  hyper- 
cholesterolemia. 

Questran  has  been  on  the  market  since  1967 
for  relief  of  pruritus — an  intense  itching  associated 
with  partial  biliary  obstruction  which  causes  ex- 
cessive concentrations  of  bile  acids  in  the  blood 
and  skin. 

Mead  Johnson  has  conducted  numerous  clini- 
cal studies  since  1963  to  determine  the  effective- 
ness of  Questran  in  lowering  cholesterol  in  man. 

The  active  ingredient  in  Questran  is  an  anion 
exchange  resin  which  binds  bile  acids  in  the  in- 
testine, prevents  them  from  being  reabsorbed  and 
thereby  increases  their  excretion.  Bile  acids  are 
made  in  the  body  from  cholesterol  and  are  a 
major  form  in  which  cholesterol  is  eliminated 
from  the  body.  Increasing  the  excretion  of  bile 
acids  thus  lowers  the  serum  cholesterol  level. 

Questran  is  in  a powder  form  which  is  mixed 
with  a beverage  such  as  water,  milk,  fruit  juice, 
carbonated  drink  and  soups.  Or,  it  may  be  con- 
sumed with  moist  pulpy  fruits  such  as  applesauce. 
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Cancer  Detection  Day 
Yields  Results 

At  least  five  unsuspected  cases  of  colon-rectum 
cancer — the  second  leading  cause  of  cancer  deaths 
— have  been  detected  and  are  now  being  treated 
as  the  result  of  a one-day  public  screening  pro- 
gram in  Mercer  County,  New  Jersey. 

Discovery  of  the  cancers  was  reported  by  Dr. 
James  Hastings  of  Princeton,  who  headed  the 
mass  screening  of  some  3,400  persons  that  began 
with  a Cancer  Detection  Day  on  June  1,  1972. 

Although  final  data  has  not  yet  been  compiled, 
Dr.  Hastings  disclosed  that  in  addition  to  the  can- 
cers, 10  per  cent  of  those  examined  had  disorders 
requiring  medical  attention.  The  other  disorders 
included  diverticulitis,  hemorrhoids  and  prostatic 
disease. 

“We  have  seen  too  many  deaths  from  colon- 
rectum  cancer,”  Dr.  Hastings  commented.  “And  in 
the  past,  surgeons  like  myself  have  been  quite 
disillusioned  and  disappointed  by  the  stage  in 
which  many  of  these  patients  came  to  us. 

“We  tried  this  program  because  we  wanted  to 
test  a program  of  rapid  mass  screening  to  detect 
those  people  most  likely  to  have  colon-rectum 
cancer.  We  wanted  to  detect  it  at  a stage  where 
successful  treatment  is  possible.  I am  optimistic 
about  what  we  have  accomplished.” 

Cancer  Detection  Day  in  Mercer  County  was  a 
volunteer  venture  by  the  Cancer  Committee  of 
the  Mercer  County  Medical  Society,  chaired  by 
Dr.  Hastings,  a general  surgeon,  and  the  Mercer 
County  Unit  of  the  American  Cancer  Society.  Par- 
ticipants included  over  90  doctors  and  several 
hundred  nurses.  Hospitals,  private  industry  and 
government  also  cooperated. 

The  volunteers  set  up  15  physical  examination 
centers — five  in  hospitals,  four  in  community  cen- 
ters, three  in  government  buildings  and  three  in 
industrial  facilities.  The  centers  were  visited  on 
June  1,  1972,  by  3,450  persons. 

Of  the  visitors,  2,933  availed  themselves  of  a 
digital  rectal  examination.  All  visitors — whether 
or  not  they  had  a physical — were  given  three 
“Hemoccult”  slides  and  dietary  instructions  to  take 
home.  They  were  instructed  to  mail  completed 
slides  to  the  cancer  society. 

Dr.  Hastings  said  that  2,642  persons  returned 
“Hemoccult”  slides  following  the  June  1 effort. 
Examination  disclosed  positive  results  on  one  or 
more  slides  returned  by  159  persons. 

These  159  then  received  letters  advising  them 
to  go  to  their  physicians  for  a thorough  physical, 


including  a barium  enema,  which  Dr.  Hastings 
said  would  have  been  impractical  on  a mass  basis. 

One  hundred  and  twenty-one  of  the  159  re- 
sponded to  the  letters.  But  only  52  have  thus  far 
undergone  complete  physicals,  including  the 
barium  enema. 

In  the  group  of  52,  physicians  discovered  five 
asymptomatic,  unsuspected  bowel  cancers,  as  well 
as  other  disorders  such  as  diverticulitis  and  polyps. 
The  examinations,  which  discovered  the  cancers, 
were  a result  of  positive  slide  readings. 

Thirty  of  the  52  were  found  to  be  false  posi- 
tives— a positive  reading  where  the  site  of  gas- 
trointestinal bleeding  could  not  be  found.  The 
high  false  positive  rate  was  attributed  by  Dr. 
Hastings  to  a failure  by  the  patients  to  follow  the 
prescribed  meat-free,  high  roughage  diet. 

Industrial  Health 
Conference  Planned 

The  Florida  Industrial  Health  Conference  and 
Southeastern  Industrial  Health  Conference  is  set 
for  Nov.  1-3,  1973,  at  the  Holiday  Inn-Downtown 
in  Tampa,  Fla. 

For  information  write  Dr.  Eugene  L.  Horger, 
IBM  Corporation,  85E002,  2000  51st  Street, 
Boca  Raton,  Fla.  33432. 

Emergency  Care  Seminar 
Set  for  New  Orleans 

The  fourth  annual  Seminar  on  Areawide 
Emergency  Medical  Services  will  be  held  Sept.  6-7 
at  the  Hotel  Marriott  in  New  Orleans. 

The  program  is  designed  to  inform  state  and 
local  government  officials,  hospital  administrators, 
ambulance  providers,  and  others  about  current 
trends,  procedures  and  techniques  for  establishing 
a coordinated  emergency  medical  service  system. 

The  seminar  is  sponsored  by  the  American 
College  of  Surgeons’  Committee  on  Trauma  and 
presented  by  the  Louisiana  chapter. 

The  registration  fee  of  $50.00  includes  lunch- 
eons, social  hour  and  meeting  packets.  Checks 
should  be  made  payable  to  Oklahoma  Trauma 
Research  Society,  Inc.,  and  mailed  to  915  Warren 
Professional  Building,  6465  South  Yale,  Tulsa, 
Oklahoma  74136. 
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Albany  Plans 
Medical  Cruise 

The  Department  of  Postgraduate  Medicine  of 
Albany  Medical  College  announces  that  reserva- 
tions are  now  being  accepted  for  the  Fifteenth 
Postgraduate  Medical  Seminar  Cruise,  Jan.  26- 
Feb.  9,  1974. 

The  14-day  cruise  will  depart  from  New  York 
aboard  the  luxurious  ship  “Rotterdam”  of  the 
Flolland-American  Line. 

Ports  of  call  will  include  St.  Maarten,  Montser- 
rat, Barbados,  Trinidad,  Martinique,  Puerto  Rico 
and  the  Virgin  Islands  of  St.  John  and  St.  Thomas. 

Faculty  of  the  Albany  Medical  College  will  pre- 
sent a shipboard  postgraduate  program  emphasiz- 
ing medical  topics  of  particular  interest  to  general 
internists  and  family  practice  physicians. 

Request  has  been  made  for  continuation  study 
credit  by  the  American  Academy  of  Family  Prac- 
tice. 

For  information  write  to:  Dr.  Frank  M.  Wool- 
sey,  Jr.,  Department  of  Postgraduate  Medicine, 
Albany  Medical  College,  Albany,  N.  Y.  12208. 
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for  the 
handicapped 
involves  more 
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“No  Smoking"  Signs 
Are  Available 

The  Mississippi  Lung  Association,  formerly 
Tuberculosis  and  Respiratory  Disease  Associa- 
tion, offers  special  “No  Smoking”  signs  to  phy- 
sicians, hospitals,  and  clinics  free  of  charge. 

Two  sizes  are  available:  a small  desk  fold-over 
stand-up  style  2"  x 4"  or  a large  wall  size  1 1"  x 14" 
in  either  paper  or  heavier  cardboard.  The  signs 
are  printed  in  colorful  red,  white,  and  blue  on  a 
white  background,  and  they  read:  “THANK  YOU 
FOR  NOT  SMOKING.” 

Please  contact  the  Mississippi  Lung  Associa- 
tion, Post  Office  Box  9865,  Jackson,  Miss.  39206 
for  the  size  and  number  desired. 

Alcoholism  Society 
Holds  Meeting 

The  American  Medical  Society  on  Alcoholism 
is  holding  its  Fourth  Annual  Meeting  at  the 
Sheraton- Valley  Forge  Hotel,  Valley  Forge,  Pa., 
Sept.  28-30,  1973,  “Alcoholism  1973.” 

The  program  will  include  a series  of  short 
informational  sessions  designed  for  the  physician 
who  is  faced  with  the  problem  of  diagnosis  and 
the  treatment  of  the  chronic  illness  and  acute 
exacerbations  and  complications. 

For  further  information  write:  American  Medi- 
cal Society  on  Alcoholism,  Suite  1720,  Two  Park 
Avenue,  New  York,  N.  Y.  10016. 

Pan-Pacific  Surgical 
Group  Meets  in  1975 

The  thirteenth  congress  of  the  Pan-Pacific  Sur- 
gical Association  will  be  held  Feb.  15-21,  1975, 
at  the  Hilton  Hawaiian  Village  Hotel  in  Honolulu. 

Concurrent  meetings  will  be  held  in  anesthesi- 
ology, colon  and  rectal  surgery,  general  surgery, 
neurosurgery,  obstetrics  and  gynecology,  ophthal- 
mology, orthopedic  surgery,  otolaryngology,  plas- 
tic surgery,  thoracic-cardiovascular  surgery  and 
urology. 

For  details  write  Dr.  Cesar  B.  DeJesus,  Pan- 
Pacific  Surgical  Association,  236  Alexander 
Young  Building,  Honolulu,  Hawaii  96813. 
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Pinworrn 
therapy  is  often  a 
family  affair 


Contraindications:  History  of  hypersensitivity  to  thiabendazole. 
Warnings:  If  hypersensitivity  reactions  occur,  drug  should  be 
discontinued  immediately  and  not  resumed.  Rarely,  erythema 
multiforme  has  been  associated  with  thiabendazole  therapy;  in 
severe  cases  (Stevens-Johnson  syndrome),  fatalities  have 
occurred.  Because  CNS  side  effects  may  occur  quite  frequently, 
activities  requiring  mental  alertness  should  be  avoided.  Safe  use 
in  pregnancy  or  lactation  has  not  been  established. 

Precautions:  Ideally,  supportive  therapy  is  indicated  for  anemic, 
dehydrated,  or  malnourished  patients  prior  to  initiation  of 
anthelmintic  therapy.  In  presence  of  hepatic  or  renal  dysfunction, 


patients  should  be  carefully  monitored. 
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Respiratory  Failure  in  Chronic 

Airways  Obstruction 

JOE  R.  NORMAN,  M.D., 
CAMILLA  A.  PROCTOR,  M.D.,  and 
A.  WALLACE  CONERLY,  M.D. 

Jackson,  Mississippi 


The  Conservative  Approach — Continuous  Low- 
Flow  Oxygen  Therapy.  If  mammalian  lung  serves 
primarily  to  arterialize  mixed  venous  blood,  it 
seems  justifiably  correct  to  detect  failure  of  this 
function  in  systemic  arterial  blood.  Until  recent 
years,  however,  blood  gas  measurements  were 
considered  difficult  to  perform  and  generally  were 
not  available  to  the  clinician  who  found  with  in- 
creasing frequency,  the  necessity  of  diagnosing 
and  treating  this  type  of  organ  failure.  Today, 
the  availability  and  reliability  of  arterial  blood 
gas  measurements,  utilizing  the  polarographic  sys- 
tems as  ingeniously  devised  by  John  Severinghaus 
and  others,  now  dictate  that  there  is  no  need  for 
a physician  to  determine  on  the  basis  of  his  clini- 
cal judgement,  the  patient’s  need  for  oxygen  or 
external  ventilatory  support.  Indeed,  the  clinical 
signs  and  symptoms  of  respiratory  insufficiency 
are  so  non-specific  that  failure  to  utilize  these  de- 
terminations is  fraught  with  profound  therapeutic 
hazard.  We  have  chosen  to  define  respiratory 
failure  in  terms  of  abnormal  arterial  blood  gas 
tensions  as  a condition  characterized  by  a sub- 
stantial decrease  in  the  P02  (less  than  50  torr) 
and  which  is  usually,  but  not  invariably,  accom- 
panied by  an  increase  in  the  PC02  (greater  than 
50  torr).  This  diagnosis  is  by  no  means  limited 
to  primary  diseases  of  the  lung  parenchyma  but 
should  be  thought  of  in  numerous  and  diverse 
clinical  circumstances  which  vary  from  myxedema 

From  the  Department  of  Medicine,  Division  of  Pulmo- 
nary Diseases,  University'of  Mississippi  Medical  Cen- 
ter, Jackson,  Miss. 


coma  to  acute  blood  loss.  Each  cause  of  respira- 
tory insufficiency  presents  its  own  set  of  thera- 
peutic problems.  Except  where  otherwise  speci- 


The  authors  discuss  the  conservative  ap- 
proach, continuous  low-flow  oxygen  therapy, 
in  patients  with  respiratory  failure  in  chronic 
airways  obstruction.  They  also  describe  ad- 
ditional therapeutic  measures  in  the  manage- 
ment of  respiratory  failure  and  emphasize 
that  they  must  be  accompanied  by  efforts  to 
correct  associated  acid-base  and  electrolyte 
abnormalities.  Systemic  antibiotics,  aerosol 
therapy,  postural  drainage,  corticosteroids 
and  exercise  therapy  are  covered. 


fied,  this  discussion  of  the  conservative  approach 
will  be  limited  to  the  management  of  chronic  air- 
ways obstruction,  commonly  referred  to  in  this 
country  as  bronchitis  and  emphysema  or  chronic 
obstructive  lung  disease. 

Within  this  boundary,  the  discussion  will  be 
concerned  just  as  much  with  prevention  as  with 
treatment  of  respiratory  insufficiency.  By  preven- 
tion and  treatment  we  mean  the  continuous  ad- 
ministration of  a low  concentration  of  oxygen  in 
a carefully  controlled,  continuous  fashion.  Our 
experience  confirms  that  of  others  and  suggests 
that  as  long  as  the  patient  breathes  room  air  and 
is  given  no  sedation,  the  PC02  is  seldom  likely 
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to  rise  above  70  torr.  However,  the  PC02  may 
rise  much  higher  if  high  concentrations  of  in- 
spired oxygen  are  allowed,  if  oxygen  is  given  in- 
termittently, or  if  sedation  is  given. 

When  clinical  suspicion  is  aroused,  arterial 
puncture  is  indicated.  We  can  think  of  no  con- 
traindication to  arterial  puncture  in  any  patient 
presenting  with  either  acute  or  chronic  pulmonary 
complaints,  and  to  justify  the  efficacy  of  sub- 
sequent oxygen  therapy  without  serial  determina- 
tions of  the  P02  is  unheard  of.  No  special  tech- 
nique or  equipment  other  than  a heparin  syringe 
and  needle  are  required.  We  prefer  either  the 
brachial  or  the  radial  artery,  and  if  a firm  pressure 
is  applied  for  a three-minute  period  after  the 
needle  is  withdrawn,  complications  are  rare.  We 
have  kept  percutaneous  needles  in  place  for  periods 
of  time  up  to  72  hours  and  longer  without  serious 
difficulty,  but  they  do  require  special  attention 
and  the  demonstration  of  a competent  ulnar  ar- 
terial supply  (Allen  test).  They  must  be  properly 
anchored  so  as  to  minimize  the  hazard  of  dis- 
lodgement  by  movement,  be  flushed  intermittently 
with  1-2  ml  of  dilute  heparin  (more  vigorous 
flushing  with  larger  quantities  may  produce  cere- 
bral emboli)  and  be  closely  observed  to  prevent 
unsuspected  detachment  of  connections. 

It  is  customary  in  some  institutions  to  be  more 
concerned  with  the  determination  of  the  PC02 
and  pH  than  with  the  oxygen  tension  value.  We 
take  issue  with  this  and  express  the  opinion  that 
the  paramount  therapeutic  problem  concerns  the 
correction  of  arterial  hypoxemia.  What  these  pa- 
tients require  is  oxygen ! Our  therapeutic  approach 
then  is  the  re-establishment  of  a tolerable  level  of 
arterial  oxygen  tension  which  is  commensurate 
with  the  least  rise  in  arterial  PC02.  We  constantly 
refer  to  and  are  guided  by  serial  determinations 
of  P02,  PC02,  pH  and  bicarbonate.  Monitoring 
systems  in  other  hospitals  include  the  mixed 
venous  PC02  determination,  utilizing  the  re- 
breathing technique  of  Campbell  and  Howell,  and 
the  Astrup  system.  Our  own  experience  with  the 
re-breathing  technique,  particularly  in  a comatose 
patient,  has  not  been  satisfactory.  Newer  systems 
(buffer  base)  and  the  Astrup  calculation  of 
“standard  bicarbonate”  and  “base  excess”  are 
said  to  have  special  advantages  over  the  tradi- 
tional measurements,  but  we  feel  at  times  the 
Astrup  nomogram  may  be  exceedingly  misleading 
and  of  dubious  therapeutic  value. 

The  first  question  to  be  answered  is  “what  is 
the  tolerable  level  for  arterial  oxygen  tension  in 
man?”  A critical  value  cannot  be  defined  for  all 
tissues  at  all  times.  By  critical — is  meant  the  nec- 


essary gradient  for  the  transfer  of  oxygen  to  be 
accomplished  from  capillaries  to  tissues.  It  seems 
reasonable  to  consider  an  average  critical  range 
to  be  somewhere  between  20-30  torr.  If  one 
chooses  to  define  “tolerable”  hypoxemia  in  terms 
of  anaerobic  metabolism,  there  is  no  significant 
change  in  the  lactate/ pyruvate  ratio  in  the  chroni- 
cally hypoxic  subject  until  the  P02  falls  below 
40  torr.  In  either  event,  the  human  organism 
seems  moderately  tolerant  of  low  P02  values,  but 
because  arterial  blood  serves  as  an  important 
reservoir  for  oxygen,  the  hypoxic  subject  stands 
in  peril  if  any  further  compromise  of  his  ventila- 
tion occurs.  Hypoxemia,  even  the  slightest,  brings 
about  adaptive  effects  on  the  circulation  and 
respiration.  These  effects,  particularly  in  the  pul- 
monary circulation,  are  magnified  when  hyper- 
capnea  is  superimposed.  Cyanosis  is  the  least 
reliable  index  of  arterial  unsaturation  and  is  not 
reliably  detected  until  the  oxygen  tension  falls  to 
about  50  torr  which  is  only  a few  torr  above  the 
intolerable  zone.  It  is  generally  agreed  that  the 
aim  of  oxygen  therapy  should  be  a P02  of  ap- 
proximately 50-60  torr. 

In  respiratory  failure  secondary  to  chronic  air- 
ways obstruction,  it  is  essential  that  oxygen  ad- 
ministration be  continuous.  Continuous  oxygen 
therapy  is  essential  for  the  following  reason.  If 
underventilation  occurs  when  oxygen  is  adminis- 
tered, alveolar  and  arterial  PC02  will  rise  and  if 
oxygen  is  stopped  while  the  PC02  is  elevated, 
the  P02  will  fall  to  a level  lower  than  that  prior 
to  therapy.  Most  patients  with  respiratory  failure 
of  this  type  are  not  able  to  compensate  by  in- 
creasing ventilation  and  when  oxygen  is  discon- 
tinued become  significantly  more  hypoxemic.  In- 
termittent oxygen  therapy  substitutes  periods  of 
severe  hypoxemia  for  tolerable  oxygen  levels.  It  is 
dangerous  and  should  not  be  employed.  This 
does  not  mean  that  patients  should  be  immo- 
bilized; in  fact,  they  should  be  encouraged  to 
move  about  with  supplemental  oxygen  going  at 
its  usual  rate.  We  use  the  biprong  cannula  with 
sufficient  oxygen  line  so  that  the  patient  can  be 
mobilized.  It  is  necessary  that  the  flow  meter  be 
taped  at  the  desired  setting,  and  that  all  personnel 
and  the  patient  understand  the  necessity  for  main- 
taining an  exact  flow.  The  necessary  supplement 
is  determined  by  trial  (1-3  L/min  100  per  cent 
oxygen)  and  serial  arterial  blood  samples  drawn 
approximately  20  minutes  after  each  change  in 
inspired  oxygen  concentration.  Patients  with 
respiratory  failure  rarely  have  a PC02  greater 
than  70  torr,  or  a hydrogen  ion  concentration  in 
excess  of  70  nanomoles  per  liter  as  long  as  room 
air  is  breathed  or  as  long  as  supplemental  in- 
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spired  oxygen  is  adjusted  to  give  a Pa02  of  no 
greater  than  60  torr.  Because  of  ventilation/ per- 
fusion “scatter,”  there  is  no  way  to  accurately  pre- 
dict the  inspired  supplement  which  will  insure  this 
P02  value  so  repeated  sampling  is  necessary. 

Again,  severe  respiratory  acidosis  can  usually 
be  avoided  if  the  concentration  of  inspired  oxygen 
is  carefully  monitored,  and  if  no  sedation  is  given. 
An  alternative  method  for  constant  administration 
of  a known  amount  of  oxygen  is  the  Venti-Mask 
(modified  venturi  face  mask)  which  accurately 
entrains  room  air  and  mixes  it  with  100  per  cent 
oxygen  in  an  amount  stated  by  the  manufacturer 
to  deliver  either  24  per  cent,  28  per  cent,  or  32 
per  cent  oxygen.  As  is  true  with  low-flow  oxygen 
via  biprong  (because  most  of  the  inspired  gas  is 
room  air),  no  additional  humidity  is  needed.  The 
chief  problem  with  the  Venti-Mask  is  poor  patient 
acceptance  with  resultant  inconstant  administra- 
tion. Sedation  must  be  avoided.  There  is  no  safe 
hypnotic,  analgesic  or  tranquilizing  agent  for  the 
patient  in  respiratory  failure.  Despite  claims  to 
the  contrary,  Talwin,  a brand  of  pentazocine,  can 
cause  severe  respiratory  depression  after  a rela- 
tively modest  dose. 

There  may  be  some  rationale  for  combating 
hypercapnea  in  the  long-term  management  of 
patients  with  respiratory  insufficiency.  The  neces- 
sity, however,  of  reversing  moderate  elevations  of 
PaC02  is  not  clearly  established.  Coma  is  rarely 
seen  in  patients  presenting  to  hospitals  unless  they 
have  received  a high  concentration  of  inspired 
oxygen,  or  unless  they  have  been  sedated.  Addi- 
tional central  nervous  system  manifestations  in- 
dicative of  respiratory  acidosis  include  restless- 
ness, headache,  and  drowsiness,  and  may  provide 
an  indication  that  conservative  therapy  is  failing. 

Doxapram  administered  intravenously  has  been 
shown  to  be  a useful  therapeutic  adjunct  in  the 
management  of  patients  where  oxygen  therapy 
may  be  expected  to  worsen  hypercapnea  and 
acidosis.  Doxapram  hydrochloride  (A.  H. 
Robins)  may  be  diluted  in  5 per  cent  dextrose  in 
water  at  a concentration  of  2.8  mg/ ml  and  in- 
fused at  a rate  of  1 ml/  min.  This  form  of  therapy 
may  be  continued  for  24-48  hours  and  toxic  reac- 
tions (restlessness  and  agitation)  are  uncommon. 
The  decision  in  favor  of  external  ventilatory  sup- 
port is  a difficult  one  and  Doxapram  may  allow 
the  physician  time  to  institute  additional  thera- 
peutic modalities  and  diagnostic  evaluation.  Fur- 
thermore, intubation  and  external  support  might 
be  delayed  until  more  experienced  personnel  are 
available.  Doxapram  could  also  allow  the  patient 
to  be  safely  transported  to  a special  care  facility 
while  receiving  low-flow  supplemental  oxygen. 


Additional  Therapeutic  Measures  in  the  Manage- 
ment of  Respiratory  Failure 

Today,  the  practicing  physician  is  literally 
bombarded  by  advertisements  for  a variety  of 
complex  breathing  machines  and  pharmacologic 
agents  said  to  be  of  benefit  in  chronic  obstructive 
lung  disease.  Most,  if  not  all  of  these  claims,  are 
unsubstantiated.  Positive  pressure  machines,  hu- 
midifiers and  vaporizers  are  expensive,  and  sym- 
pathomimetic agents  administered  by  positive 
pressure  are  frequently  ineffective  and  sometimes 
associated  with  frightening  adverse  side  effects, 
including  tachyarrhythmias,  myocardial  infarction 
and  sudden  death. 

The  use  of  ancillary  therapeutic  modalities  in 
the  management  of  respiratory  failure  will  be  safe 
and  effective  only  when  the  physician  has  a clear 
understanding  of  the  disordered  pathophysiology 
of  chronic  airways  obstruction.  A careful  distinc- 
tion must  be  made  between  those  therapeutic 
measures  which  may  be  useful  or  helpful  in  acute 
respiratory  failure,  and  measures  which  should 
be  reserved  for  patients  less  acutely  ill,  and  for 
those  requiring  long-term  out-patient  care.  As 
the  individual  patient  improves  from  an  episode 
of  acute  respiratory  failure,  the  physician  must 
graduate  his  care  in  preparation  for  early  mobi- 
lization and  subsequent  hospital  discharge.  For 
example,  effective  postural  drainage  is  difficult  for 
the  acutely  breathless  patient  with  thick  retained 
tenacious  secretions.  On  the  other  hand,  postural 
drainage  is  most  effective  in  the  less  acute  situa- 
tion once  secretions  have  been  liquified. 

The  ancillary  modalities  will  serve  no  end  un- 
less meticulous  attention  is  directed  toward  cor- 
recting associated  acid  base  and  electrolyte  ab- 
normalities. Patients  in  respiratory  failure  fre- 
quently demonstrate  complex  acid  base  derange- 
ment and  significant  electrolyte  disturbances.  If 
respiratory  failure  develops  slowly  over  several 
days,  renal  compensation  provides  for  tubular  se- 
cretion of  hydrogen  ion,  reabsorption  of  filtered 
bicarbonate  with  loss  of  both  chloride  and  potas- 
sium in  the  urine;  consequently,  metabolic  alkalo- 
sis frequently  accompanies  respiratory  acidosis 
and  the  respiratory  acidosis  will  not  be  corrected 
until  potassium  and  chloride  are  replenished.  In- 
crease in  plasma  bicarbonate  from  renal  sources 
serves  to  defend  arterial  pH  as  the  PC02  rises 
with  worsening  respiratory  failure;  therefore,  acid 
base  derangement  in  this  circumstance  is  less  pro- 
nounced although  the  electrolyte  changes  may  be 
striking.  With  severe  hypokalemia,  hypochloremia 
and  a high  serum  bicarbonate,  it  is  easy  to  see 
why  the  pH  may  be  frankly  alkaline  in  the  pres- 
ence of  a high  PC02  in  respiratory  failure.  These 
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electrolyte  abnormalities  are  frequently  com- 
pounded by  vomiting  and  by  the  use  of  potent 
diuretics. 

Body  resources  are  ill-equipped  to  defend  sud- 
den increases  in  the  PC02  when  ventilation  is 
acutely  impaired,  indeed  only  a few  milliequiva- 
lents  of  bicarbonate  are  generated  from  extra 
renal  sources.  Here  pH  is  not  defended,  acidosis 
is  severe,  and  because  of  accompanying  hypoxe- 
mia, lactic  acidosis  is  usually  superimposed.  Ex- 
cept for  the  low  or  frequently  normal  bicarbonate, 
serum  electrolytes  may  be  entirely  unremarkable, 
but  acidosis  severe  and  therapeutic  implications 
more  urgent. 

Meticulous  attention  must  be  paid  to  inspired 
oxygen  concentrations  when  ancillary  modalities 
are  employed,  and  it  should  be  administered  as 
previously  described.  Continuous  low-flow  oxygen 
must  not  be  interrupted  for  IPPB  treatments,  and 
especially  IPPB  machines  should  not  be  powered 
by  100  per  cent  oxygen  sources.  This  defeats  the 
purpose  of  low-flow  therapy;  results  in  inter- 
mittent oxygen  therapy,  abolishes  the  hypoxic 
respiratory  drive,  and  causes  the  PC02  to  rise  to 
dangerous  levels  with  ensuing  respiratory  and 
metabolic  acidosis.  If  IPPB  therapy  is  employed, 
biprong  low-flow  oxygen  must  be  continued,  and 
the  positive  pressure  machine  powered  by  com- 
pressed air.  There  are  at  least  five  useful  modali- 
ties which  may  be  employed  at  times  in  addition 
to  continuous  low-flow  oxygen  and  Doxapram  in 
acute  and  chronic  respiratory  failure  in  chronic 
obstructive  lung  disease;  they  are  systemic  anti- 
biotics, aerosol  therapy  (including  IPPB),  pos- 
tural drainage,  corticosteroids  and  exercise 
therapy. 

SYSTEMIC  ANTIBIOTICS 

Most  episodes  of  acute  respiratory  failure  in 
bronchitics  are  related  to  recurrent  bronchopul- 
monary infections,  either  viral  or  bacterial  in 
character.  Patients  with  bronchitis  and  emphy- 
sema are  unusually  susceptible  to  viral  respiratory 
illnesses  which  frequently  predispose  to  bacterial 
infections.  The  pulmonary  defense  mechanisms 
including  mucociliary  function  and  the  in  situ  de- 
toxification mechanisms  are  abnormal  in  these 
patients  and  antimicrobials  alone  frequently  in- 
sufficient to  overcome  these  deficiencies.  Adequate 
oxygenation,  hydration  and  ventilation  are  im- 
portant for  proper  functioning  of  the  pulmonary 
defense  mechanisms.  With  increasing  recognition 
of  hospital  and  community  acquired  gram-nega- 
tive infections,  especially  in  the  critically  ill,  the 
sputum  smear  becomes  a valuable  determinant 
of  antibiotic  selection.  Expectorated  material  may 


be  difficult  to  obtain,  and  the  physician  may  need 
to  encourage  coughing  by  means  of  vigorous 
chest  clapping  or  resort  to  nasotracheal  suction 
in  an  effort  to  obtain  suitable  material  for  ex- 
amination by  gram  stain.  On  the  basis  of  the 
initial  sputum  smear,  a judgement  should  be  made 
as  to  whether  the  predominant  flora  is  gram- 
positive, gram-negative  or  indeterminant.  In  the 
moderately  ill  patient  with  either  predominant 
gram-positive  sputum  or  in  sputum  with  no  pre- 
dominant organisms,  we  prefer  tetracycline  or 
low-dose  penicillin.  High-dose  penicillin  therapy 
is  often  associated  with  bacterial  superinfection 
and  best  be  avoided.  We  continue  tetracycline  or 
penicillin  for  a full  7-10  days.  Additional  anti- 
microbial therapy  will  be  based  on  the  patient's 
response  to  initial  therapy  and  report  of  sputum 
cultures  and  sensitivities. 

Ampicillin  is  often  recommended  since  Hemo- 
philus influenza  is  frequently  cultured  from  the 
sputum  but  the  etiologic  importance  of  Hemo- 
philus is  difficult  to  document,  especially  if  it  is 
present  in  small  numbers.  No  comparative  studies 
are  available  regarding  the  efficacy  of  penicillin, 
ampicillin  or  tetracycline  where  distinction  is 
made  of  mild,  moderate  or  severe  illness.  The  in- 
creasing incidence  of  resistance  of  gram-negative 
organisms  of  the  Enterobacter  group  to  ampicillin 
is  of  concern  and  is  likely  related  to  its  indis- 
criminate use.  We  reserve  cephalothin  for  the 
more  acutely  ill  patient  in  respiratory  failure  or 
when  indicated  by  antibiotic  disc  sensitivity.  Gen- 
tamycin  has  been  effective  and,  indeed,  life-saving 
in  the  treatment  of  gram-negative  pneumonia 
when  given  in  accordance  with  the  manufacturer’s 
recommendations  and  in  adjusted  doses  consistent 
with  changing  renal  function.  Although  the  neces- 
sity for  antibiotics  in  severe  infection  is  well  doc- 
umented, the  value  of  any  type  therapy  for  usual 
or  moderate  exacerbations  of  bronchitis  has  been 
questioned.  Unfortunately,  there  are  no  long-term 
benefits  of  antibiotic  therapy. 

AEROSOL  THERAPY  AND  IPPB 

The  application  of  therapeutic  aerosols  is  a 
highly  technical  form  of  treatment  with  many 
complicating  factors  and  with  varying  degrees  of 
effectiveness.  The  spectrum  of  nebulization  ther- 
apy includes  IPPB  with  bronchodilator  material, 
the  use  of  bland  and  occasionally  mucolytic  aero- 
sols. Bronchodilator  therapy  has  received  wide 
acceptance  in  medicine  since  its  introduction  for 
use  in  asthma  in  1935.  The  number  of  available 
sympathomimetics,  xanthines,  their  methods  of  ad- 
ministration and  claims  by  both  pharmaceutical 
houses  and  machine  manufacturers,  must  be 
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carefully  examined  by  the  physician,  especially  in 
light  of  recent  evidence  suggesting  worsening 
physiologic  parameters  which  include  a significant 
fall  in  arterial  oxygen  tension  following  aerosol 
therapy.  Today,  even  the  smallest  hospital  may 
have  an  inhalation  therapy  service,  or  indeed,  an 
entire  department,  yet  that  same  hospital  may 
not  have  reliable  arterial  blood  gas  determinations 
available  to  the  attending  physician  24  hours  a 
day. 

In  most,  if  not  all  instances,  bronchodilator 
therapy  may  be  effectively  administered  by  a 
small  motor-driven  compressor  (or  even  a hand 
bulb  nebulizer)  rather  than  by  an  IPPB  device 
which  costs  the  patient  from  $5  to  $20  per  treat- 
ment in  most  hospitals.  In  other  instances,  pa- 
tients too  ill  to  use  these  devices  may  be  benefited 
by  IPPB  when  treatments  are  given  by  a trained 
technician,  especially  if  treatments  are  followed 
by  vigorous  chest  clapping,  shaking,  and  postural 
drainage.  The  specific  device  for  bronchodilator 
administration  is  probably  less  important  than 
the  correct  use  of  bronchodilator  substance. 

Home  treatment  with  IPPB  has  been  advocated 
to  improve  alveolar  ventilation,  improve  broncho- 
dilatation,  improve  air  distribution,  and  reduce 
the  work  of  breathing  by  decreasing  airways  re- 
sistance. It  is  important  for  the  physician  in 
evaluating  these  results,  to  differentiate  the  re- 
sponse to  IPPB  per  se  from  response  to  admin- 
istration of  bronchodilator  material  by  IPPB. 
Several  important  studies  have  now  clearly  shown 
no  short-term  effects  after  six  days  of  treatment, 
four  times  daily,  with  or  without  Isoprenaline. 
Additionally,  no  demonstrable  benefit  has  been 
recorded  over  periods  averaging  more  than  four 
years  with  IPPB  of  compressed  air,  four  times 
daily  in  large  numbers  of  patients  with  chronic 
airways  obstruction.  The  rationale  that  IPPB  pro- 
vides a more  effective  mode  of  administering 
bronchodilators  than  nebulizers  has  no  validity 
since  it  has  been  repeatedly  shown  that  various 
methods  of  administering  bronchodilator  aerosols 
fail  to  alter  the  response  significantly. 

Both  sympathomimetic  amines  and  the  xan- 
thines act  by  increasing  tissue  levels  of  AMP 
(adenosine  monophosphate)  with  resulting  stimu- 
lation of  beta  adrenergic  receptors  in  the  lung. 
This  relaxes  smooth  muscle  fibers  in  all  the  air- 
ways and  tends  to  produce  bronchodilator  action. 
Therapeutic  doses  of  sympathomimetic  amines 
(usually  less  than  100  fig.)  are  rarely  accompanied 
by  significant  side  effects.  For  Isuprel  (isopro- 
terenol hydrochloride)  the  recommended  dose  is 
250  to  1,000  fig,  and  the  peak  response  is  reached 
within  15  minutes  although  the  duration  of  ac- 


tion is  greater  than  one  and  one-half  hours.  This 
dose  should  be  diluted  with  distilled  water  or  sa- 
line to  two  or  four  times  the  initial  volume,  and 
given  for  8 to  20  deep  breaths.  Vaponefrin,  which 
contains  racemic  epinephrine  may  be  adminis- 
tered in  a dose  of  200-700  fig.,  but  has  a double 
peak  response  and  makes  subsequent  therapy  un- 
predictable. Aerolone  compound  containing  iso- 
proterenol cyclopentamine  and  propylene  glycol 
has  a much  longer  duration  of  action  which  may 
exceed  four  to  five  hours  so  the  dose  interval 
should  be  prolonged  or  a cumulative  drug  effect 
will  occur.  Many  physicians  are  not  aware  of  the 
duration  of  action  of  most  of  the  bronchodilator 
agents  used,  and  may  order  IPPB  bronchodilator 
therapy  every  four  hours  or  more  often.  It  is  easy 
to  see  why  such  a dose  regimen  may  lead  to  seri- 
ous side  effects  including  EKG  abnormalities  or 
myocardial  infarction.  Both  supraventricular  or 
ventricular  arrhythmias  occur  frequently  in  respir- 
atory failure,  and  electrocardiographic  monitoring 
is  essential. 

Tolerance  to  these  agents  develops  and  re- 
sponse is  frequently  less  than  optimal  in  the  pres- 
ence of  tissue  acidosis  or  hypoxemia.  This  may 
cause  the  physician  to  increase  the  dose  with 
resulting  side  effects.  Finally,  much  attention  has 
been  directed  recently  toward  the  fact  that  both 
sympathomimetics  and  xanthines  are  effective  in 
smaller  doses  when  beta  receptors  in  the  lung 
have  been  “sensitized”  with  systemic  corticoster- 
oids. This  drug  interaction  has  been  cited  as  the 
mechanism  responsible  for  improvement  follow- 
ing steroid  administration  in  bronchitics  who  con- 
tinue nebulized  bronchodilator  therapy. 

Metered  dose  aerosols  may  be  convenient  for 
the  patient  but  a breathless  patient  will  invariably 
abuse  the  use  of  these  devices,  sometimes  with 
disastrous  results.  Most  metered  aerosols  deliver 
between  75-150  fig.  of  sympathomimetic  per 
spray,  so  dangerous  overdosing  is  more  common 
than  ordinarily  recognized.  If  this  form  of  bron- 
chodilator therapy  is  regularly  employed,  patients 
should  be  cautioned  not  to  use  the  spray  for  more 
than  eight  to  ten  sprays  (daily).  The  fiuroalkanes 
which  serve  as  propellants  in  metered  aerosols 
have  recently  been  shown  to  be  toxic  to  the  myo- 
cardium of  animals,  including  man. 

There  is  no  such  thing  as  an  average,  ideal  or 
usual  dose  of  bronchodilator  agent.  Flow  charac- 
teristics of  individual  nebulizers,  the  depth  of  in- 
spiration, secretions,  and  the  deranged  architec- 
ture of  the  airways  and  parenchyma  all  influence 
response  to  therapy.  What  may  be  a suboptimal 
dose  of  bronchodilator  for  one  patient  may  cause 
serious  side  effects  in  another.  Nevertheless,  bron- 
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chodilator  therapy  is  effective  in  relieving  distress- 
ing symptoms,  but  it  is  a form  of  therapy  which 
must  be  carefully  and  individually  tailored  to 
meet  the  needs  of  the  patient  in  a given  clinical 
setting. 

Routine  bland  aerosol  therapy  involving  ad- 
ministration of  saline  or  water  by  cool  mist  or  jet 
nebulizer  is  of  limited  value  in  hydrating  dense 
sputum.  Most  commercially  available  cool  mist 
nebulizers  and  some  heated  nebulizers  are  woe- 
fully inadequate  in  changing  the  viscoelastic  prop- 
erties of  sputum  and  the  physician  might  be  bet- 
ter advised  to  employ  systemic  hydration,  a meth- 
od sometimes  forgotten.  For  heated  mist  therapy 
to  be  even  partially  effective  it  must  be  continu- 
ously administered  for  at  least  one  to  two  hours. 

Again,  low-flow  continuous  nasal  oxygen  need 
not  be  interrupted  for  heated  mist  treatments  in 
patients  with  respiratory  failure.  Heated  mist 
should  routinely  be  administered  by  compressed 
air  rather  than  wall  oxygen.  Unfortunately,  com- 
pressed air  is  not  ordinarily  available  for  mist 
treatments  in  most  hospitals  and  in  this  circum- 
stance it  is  wiser  not  to  use  heated  mist  if  only  an 
oxygen  power  source  is  available.  This  will  pre- 
vent the  patient  from  receiving  an  unnecessarily 
high  concentration  of  oxygen  with  deleterious  ef- 
fects on  the  arterial  blood  gases.  Heating  elements 
commonly  employed  for  heated  mist  therapy  rare- 
ly heat  above  110  F.  and  if  high-flows  of  any  dry 
gas  (oxygen  or  air)  are  employed,  the  liquid  out- 
put of  the  nebulizer  will  decline  sharply  as  the 
solution  cools. 

Ultrasonic  nebulization  is  more  effective  in  de- 
positing large  volumes  of  water  in  both  the  large 
and  small  airways,  but  it  should  be  used  with  cau- 
tion, especially  in  patients  with  poor  cough  or  in 
those  patients  with  diminished  ventilatory  reserves 
(low  vital  capacity)  as  they  may  literally  drown 
in  their  own  secretions.  Ultrasonic  nebulization 
is  best  followed  by  chest  physiotherapy  at  which 
time  an  ineffective  cough  can  be  augmented.  In- 
halation therapists,  technicians,  nurses  and  pa- 
tient’s families  should  and  can  be  educated  in 
these  techniques.  Heated  mist  and  especially  ultra- 
sonic nebulization  may  cause  significant  broncho- 
spasm,  particularly  of  the  small  airways.  Pre- 
treatment with  bronchodilator  material  may  not 
be  completely  effective  in  preventing  this  compli- 
cation and  therapy  must  be  discontinued.  Pro- 
longed, continuous  exposure  to  ultrasonic  nebuli- 
zation in  severe  respiratory  failure  should  be 
avoided.  Most  of  our  patients  in  this  treatment 
category  are  usually  receiving  corticoids,  and  we 


ordinarily  delay  bronchodilator  treatments  for  24 
to  48  hours  in  an  effort  to  sensitize  the  beta 
adrenergic  receptors  to  insure  effective  broncho- 
dilatation  in  doses  not  likely  to  cause  serious  side 
effects,  nor  bring  about  worsening  of  physiologic 
parameters. 

A reasonable  aerosol  program  for  a patient  in 
respiratory  failure  might  include  in  addition  to 
continuous  low-flow  oxygen,  treatment  with  bron- 
chodilator therapy  followed  by  two  to  four  hour 
treatment  of  either  heated  mist  or  by  a 30  minute 
ultrasonic  treatment.  This,  in  turn,  should  be  fol- 
lowed by  chest  physiotherapy  to  patient  tolerance. 

Acetylcysteine  is  a mucolytic  agent  which  is  said 
to  rupture  the  sulfhydryl  bonds  of  mucin  and  is  of 
value  in  those  patients  with  continued  viscid  se- 
cretions who  have  failed  to  respond  satisfactorily 
to  intensive  bland  ultrasonic  therapy.  It  must  be 
used  in  large  quantities,  10  ml  of  a 20  per  cent 
solution  in  a mainstream  nebulizer,  or  20  ml  of  a 
10  per  cent  solution  administered  by  ultrasonic 
nebulization.  Its  use  cannot  be  recommended  on 
a routine  basis  in  respiratory  failure  and  it  should 
be  avoided  in  asthmatics  as  it  may  cause  worsen- 
ing bronchospasm  which  is  not  reversed  by  pre- 
treatment with  a potent  bronchodilator.  Deter- 
gents, other  mucolytic  agents,  steroids  and  anti- 
microbial aerosols  have  limited  value  in  acute  or 
chronic  respiratory  failure.  Antimicrobials  and 
corticosteroids,  when  indicated,  are  best  given 
systemically.  Wetting  agents  and  pancreatic  en- 
zymes may  be  harmful  as  they  theoretically  might 
interfere  with  the  stabilizing  properties  of  lung 
surfactant.  Humidification  without  concomitant 
mist  therapy  is  of  no  value  in  sputum  hydration. 

Inhalation  therapy  equipment,  including  all 
aerosol  devices,  is  subject  to  bacterial  contamina- 
tion and  may  serve  as  reservoirs  of  hospital-ac- 
quired gram-negative  pneumonias.  Large  volume 
nebulizers,  including  ultrasonic,  are  the  primary 
source  of  this  contamination.  Fortunately,  most 
hospitals  are  aware  of  the  potential  role  of  inhala- 
tion therapy  equipment  in  nosocomial  and  gram- 
negative pulmonary  infections  but  no  hospital  can 
consider  its  decontamination  program  satisfactory 
unless  it  has  a monitoring  program  and  unless  the 
more  susceptible  parts  of  equipment  are  changed 
and  decontaminated  at  least  every  24  hours. 

POSTURAL  DRAINAGE 

Postural  drainage  and  other  physical  measures, 
including  chest  clapping  and  mobilization,  are  in- 
valuable parts  of  the  overall  management  of  pa- 
tients in  respiratory  failure.  Unfortunately,  more 
attention  is  paid  to  IPPB  bronchodilator  treat- 
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ments,  and  most  inhalation  therapists  and  nurses 
are  completely  unfamiliar  with  the  specific  tech- 
niques of  chest  physical  therapy.  Except  for  vigor- 
ous chest  clapping  and  shaking  in  the  upright  po- 
sition (which  serves  to  move  secretions  from  the 
periphery  of  the  lung  to  larger  bronchi  from  which 
they  can  be  more  easily  expectorated),  patients 
in  acute  respiratory  failure  do  not  accept  more 
vigorous  chest  therapy.  In  a graduated  program 
of  respiratory  care  such  as  has  been  outlined,  the 
physician  needs  to  keep  in  mind  what  the  pa- 
tient will  accept  in  terms  of  his  comfort  or  dis- 
comfort and  be  mindful  that  these  techniques  re- 
quire daily  modification.  For  example,  expansion  of 
the  lower  chest  and  diaphragmatic  breathing  are 
difficult  if  not  impossible  to  teach  the  acutely 
breathless  patient,  but  rather,  the  physician  might 
assist  the  patient  in  finding  a position  of  comfort. 
Perhaps  it  may  be  as  simple  as  sitting  on  a stool, 
leaning  forward,  straight  back  with  the  arms  rest- 
ing on  the  thighs.  Sometimes  patients  prefer  to 
lean  forward  from  the  hips  with  the  upper  chest 
and  head  supported  on  several  pillows.  Both  of 
these  positions  favor  chest  clapping,  shaking  and 
cupping.  While  there  is  a specific  drainage  posi- 
tion for  each  bronchopulmonary  segment,  most 
patients  in  respiratory  failure  will  respond  favor- 
ably to  a modified  drainage  program. 

To  drain  the  base  of  the  left  lung,  have  the 
patient  turn  into  a right  side-lying  position,  tip 
the  bed  into  Trendelenburg  and  hold  for  10 
minutes.  Do  the  same  for  the  opposite  base  except 
have  the  patient  in  the  left  side-lying  position.  To 
drain  the  right  middle  lobe,  have  the  patient  in  a 
less  than  left  side-lying  position  but  raise  the  hips 
with  a pillow  or  with  several  folded  sheets.  Drain 
the  lingula  in  the  same  manner.  Each  position 
should  be  maintained  for  10-15  minutes.  It  may 
be  necessary  for  the  patient  to  sit  up  for  more 
effective  expectoration  and  sometimes  mucus  will 
not  be  expectorated  until  postural  drainage  has 
been  completed.  In  order  to  increase  the  effective- 
ness of  drainage,  the  patient  should  be  taught  to 
breathe  in,  and  expand  the  area  being  drained, 
while  on  expiration  the  chest  wall  is  rhythmically 
compressed,  clapped  or  shaken.  Some  patients 
achieve  a much  better  inspiratory  capacity  and 
are  able  to  tolerate  the  head-down  position  better 
when  a compressed  air  powered  IPPB  machine 
is  used.  With  significant  improvement,  segmental 
postural  drainage  and  breathing  exercises  become 
important  parts  of  the  ambulatory  care  program 
for  patients  with  asthma,  bronchitis  and  emphy- 
sema. It  is  important  that  drainage  be  carried  out 


on  a regular  basis  and  it  is  usually  most  effective 
on  arising  in  the  morning  and  at  bedtime. 

CORTICOSTEROID  THERAPY 

Corticosteroid  therapy  has  been  repeatedly 
shown  to  be  beneficial  in  patients  with  acute  and 
chronic  airways  obstruction.  The  favorable  effects 
have  been  described  even  in  stable  emphysema 
and  previously  attributed  to  the  so-called  anti- 
inflammatory effect,  suppressing  bronchial  wall 
inflammation,  and  possibly  suppressing  unknown 
allergic  factors.  Unfortunately,  physicians  have 
been  reluctant  to  use  corticosteroids  in  the  past 
because  they  feared  the  well  documented  effects  of 
hyperadrenacorticism,  including  gastrointestinal 
bleeding.  Too,  several  controlled  studies  of  the 
use  of  corticosteroids  in  the  treatment  of  pulmo- 
nary emphysema  have  shown  that  frequently  sub- 
jective response  outweighs  objective  changes.  Al- 
though there  may  be  no  subjective  change  in  the 
dynamic  or  static  lung  volumes  after  eight  weeks 
of  Prednisone  therapy  under  controlled  conditions, 
several  investigators  have  described  improvement 
in  arterial  blood  gases  and  in  the  pulmonary  dif- 
fusing capacity  for  carbon  monoxide.  Significant 
side  effects  of  corticosteroid  treatment  such  as  in- 
creased susceptibility  to  infection,  pituitary  adrenal 
suppression,  diabetes,  and  osteoporosis  may  be 
avoided  by  alternate-day  Prednisone  therapy.  In- 
deed, patients  on  such  a program  have  remark- 
ably mild  side  effects. 

The  recent  demonstration  of  the  importance  of 
the  small  airways  in  the  pathogenesis  of  bron- 
chitis and  emphysema  has  led  to  renewed  interest 
in  the  use  of  steroids  in  lung  disease.  It  has  been 
suggested  that  emphysema  passes  through  a rath- 
er prolonged  stage  where  disease  and  obstruction 
may  smoulder  for  years  in  the  small  airways  and 
that  this  inflammation  and  edema  with  obstruction 
might  respond  favorably  to  the  systemic  adminis- 
tration of  cortisone.  We  feel  that  the  short-term 
gain,  using  steroids  in  acute  and  chronic  respira- 
tory failure  secondary  to  chronic  obstructive  lung 
disease,  may  well  justify  its  use  in  respiratory  fail- 
ure. The  degree  of  involvement  of  small  airways 
is  impossible  to  determine,  and  a steroid  reversible 
component  may  be  present.  Certainly  a trial  of 
Prednisone  can  be  justified  in  the  presence  of 
worsening  arterial  blood  gases,  continued  broncho- 
spasm,  and  in  the  face  of  impending  external 
ventilatory  support.  Numerous  retrospective  stud- 
ies have  now  shown  that  a trial  of  corticosteroids 
for  less  than  one  month  carries  little  or  no  risk. 
Gastrointestinal  bleeding  is  not  related  to  past  or 
present  ulcer  disease,  and  when  matched  controls 
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are  compared,  bleeding  is  not  more  common  in 
steroid-treated  patients.  Reactivation  of  pulmo- 
nary tuberculosis  is  extremely  rare,  but  we  do  not 
hesitate  to  use  preventive  chemoprophylaxis,  even 
in  the  presence  of  a non-reactive  tuberculin  skin 
test.  As  the  patient  improves,  the  corticosteroid 
dose  is  reduced,  and  he  is  gradually  shifted  to  an 
alternate-day  program.  Bronchodilator  therapy 
frequently  becomes  more  effective  in  smaller  doses 
in  a disease  where  tachycardia  and  coronary  ar- 
tery narrowing  are  prevalent.  We  have  repeatedly 
demonstrated  as  have  others,  the  combined  effec- 
tiveness of  low-dose,  alternate-day  steroid  therapy 
when  combined  with  less  than  the  usual  or  even 
the  recommended  therapeutic  dose  of  a nebulized 
sympathomimetic  amine.  Patients  with  atopy  are 
frequently  highly  responsive  to  combination  ste- 
roid-bronchodilator  therapy. 


EXERCISE  THERAPY 

Exercise  training  on  a treadmill,  stationary  bi- 
cycle, or  graded  walking,  while  not  associated 
with  measurable  improvement  in  pulmonary  func- 
tion is,  however,  frequently  associated  with  sub- 
jective improvement  in  addition  to  increased  max- 
imal work  load  with  significantly  decreased  heart 
rates.  In  exercise  programs,  low-flow  oxygen  sup- 
plementation may  increase  exercise  tolerance  and 
be  a useful  adjunct  in  patients  unable  to  begin 
exercise  programs  while  breathing  room  air.  The 
time  course  of  exercise  training  is  slow,  and  many 
weeks  may  be  required  before  benefit  is  realized. 
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A selected  bibliography,  in  addition  to  detailed  in- 
structions for  postural  drainage,  is  available  on  request 
from  the  authors. 


AN  AVID  GOLFER 

A golfer  came  home  bone  tired.  His  wife  asked  why.  . . . “Oh, 
Charlie  had  a heart  attack  on  the  2nd  hole.”  “Oh,  how  terrible.” 
“Yeah!  Just  imagine,  I had  to  hit  the  ball  . . . drag  Charlie  ...  hit 
the  ball  . . . drag  Charlie,  all  16  holes.  . . .” 

— Hawaii  Medical  Journal 
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The  Art  and  Practice  of  Medicine  in 
The  Supine  Hypotension  Syndrome 

With  Case  Report  XVI  of 
the  Maternal  Mortality  Study 

CURTIS  W.  CAINE,  M.D. 
Jackson,  Mississippi 


Adequate  systolic  and  diastolic  blood  pressure 
are  the  products  of  (among  other  things)  at  least 
three  major  factors:  an  effective  pump,  sufficient 
blood  volume,  and  adequate  peripheral  resistance. 
All  three  must  be  present  simultaneously.  Con- 
versely, a deficiency  or  inefficiency  of  any  one  of 
the  three  will  result  in  a diminution  in  the  blood 
pressure,  circulation,  and  perfusion  of  organs  and 
cells. 

In  the  present  instance  as  in  most  others,  every- 
day kitchen  or  farm  or  home  workshop  experi- 
ence is  more  than  adequate  to  explain  why  a wo- 
man pregnant  at  term  will  often  feel  badly  when 
lying  on  her  back. 

Consideration  of  a recirculating  electric  patio 
water  fountain  gives  description  and  understand- 
ing. The  pump  (heart)  propels  water  (blood) 
through  the  outflow  pipe  (artery)  and  causes  the 
attractive  spray  (adequate  blood  pressure)  if  the 
nozzle  (peripheral  resistance)  has  a small  open- 
ing (arteriolar  tone)  and  the  return  pipe  (vein) 
is  under  water  and  not  obstructed  by  a rock 
(gravid  uterus  compressing  the  vena  cava). 

Since  the  vena  cava  traverses  the  retroperitoneal 
space  in  front  of  and  slightly  to  the  right  of  the 
lumbar  vertebral  bodies,  it  is  vulnerable  to  ob- 
struction by  compression  by  the  gravid  uterus 
when  the  mother  is  supine.  When  such  a situation 
occurs  in  the  final  days  of  pregnancy,  the  blood 
pressure  falls  because  sufficient  blood  is  prevented 
from  getting  back  to  the  heart  and  thus  can  not 
be  pumped  into  the  aorta  to  maintain  the  neces- 
sary blood  pressure  and  flow  that  supplies  oxygen 
and  nutrients  to  the  vital  centers  and  organs  ot 
the  mother  and  the  fetus. 


Anesthesiology  consultant.  Committee  on  Maternal  and 
Child  Care. 


The  mother  does  not  have  to  understand  the 
process  to  know  something  is  wrong.  She  feels 
weak,  nauseated,  short  of  breath,  and  has  a sense 


This  is  the  case  report  of  a 20-year-old 
female  prima  gravida  who  died  while  giving 
birth.  The  autopsy  showed  vascular  conges- 
tion and  edema  of  the  lungs,  liver,  spleen, 
pancreas,  adrenals  and  kidneys.  The  com- 
mittee felt  the  case  represented  an  example 
of  the  supine  hypotension  syndrome.  The  au- 
thor gives  a detailed  explanation  of  this  syn- 
drome and  how  it  should  be  handled. 


of  impending  doom.  She  is  restless  and  turns. 
When  she  is  on  her  side,  the  uterus  rolls  off  of 
the  vena  cava,  the  obstruction  is  relieved,  the 
venous  return  increases,  the  cardiac  output  in- 
creases, the  blood  pressure  comes  up,  adequate 
circulation  returns,  starving  centers  are  oxygen- 
ated and  nourished  once  again,  and  the  patient 
returns  to  comfort  and  health. 

She  soon  learns  (though  she  may  never  become 
overtly  conscious  of  it)  that  she  should  lie  on  her 
side.  When  her  physician  notices  her  on  the  ex- 
amining table  lying  on  her  side  as  he  enters  the 
room  (most  patients  are  on  their  back),  he  should 
be  suspicious  that  the  location  of  this  particular 
patient’s  vena  cava  is  such,  her  uterus  is  contoured 
by  the  baby’s  prominences  just  so,  and  his  weight 
sufficient  that  there  is  compressive  obstruction  of 
the  vena  cava.  He  should  pursue  this  observation 
by  asking  her  to  lie  on  her  back,  pretending  to 
examine  her  in  that  position.  If  after  a few  seconds 
the  mother  is  restless  and  turns  to  her  side,  the 
suspicion  is  emphasized. 
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Routine  inquiring  as  to  the  patient’s  ability / in- 
ability to  sleep  or  lie  on  her  back  in  the  last  two 
or  three  weeks  of  pregnancy  will  usually  tip  the 
physician  off  to  expect  the  supine  hypotension 
syndrome  at  the  time  of  delivery. 

Prenatal  blood  pressure  determination  with  the 
patient  on  her  back  and  found  to  be  low  which  on 
turning  to  one  side  or  the  other  is  followed  by  the 
blood  pressure  returning  to  normal  confirms  the 
phenomenon. 

PATHOLOGIC  PHYSIOLOGY 

Since  most  parturient  women  are  basically  heal- 
thy specimens  with  efficient  hearts  and  there  is 
actually  a compensatory  increase  in  circulating 
blood  volume  due  to  intrauterine  shunting,  the 
factors  of  peripheral  resistance  and  venous  re- 
turn play  the  major  roles  in  this  circumstance.  For 
this  reason  blood  transfusions  and/or  electrolyte 
infusion  is  not  logical  total  treatment,  a fact  at- 
tested to  by  the  slow  or  non-existent  beneficial 
response.  In  addition,  when  the  obstruction  is 
relieved,  the  central  gushing  of  (ineffective)  intra- 
vascular priming  may  result  in  an  overshoot — 
pulmonary  edema  and/or  congestive  heart  failure. 

In  the  fountain  example,  when  the  nozzle  is 
opened  widely  (peripheral  vasodilatation),  the 
water  squirts  less  high  (blood  pressure  falls).  In 
the  present  life  situation  certain  drugs  (anti-hy- 
pertensives, for  example)  lower  the  pressure  by 
decreasing  peripheral  resistance  through  vasodila- 
tation to  a variable  degree. 

Most  inhalation  anesthetic  drugs  do  the  same 
(ether,  fluothane,  penthrane,  trilene)  in  addi- 
tion to  decreasing  the  force  of  contraction  of  the 
heart  (pump). 

Regional  anesthesia  (spinal-saddle,  and  cau- 
dal-epidural) also  dilate  vessels  and  decrease  pe- 
ripheral resistance  to  a mild  degree  due  to  chem- 
ical sympathectomy. 

So  the  combination  of  vena  caval  compression 
plus  peripheral  vasodilatation  is  synergistically 
detrimental. 

To  treat  this  syndrome  with  vasoconstrictors 
only  is  directing  therapy  mostly  at  a symptom  and 
not  at  the  main  root  cause.  In  addition,  vasocon- 
striction of  the  uterine  vessels  further  reduces  the 
blood  flow  through  an  already  poorly  perfused 
uterus — further  compromising  the  embarrassed 
fetus. 

In  the  zoo  fountain  example,  no  amount  of  nar- 
rowing the  nozzle  orifice  will  produce  a tall  spire 
of  water  if  the  water  line  is  kinked.  Likewise  treat- 
ment of  the  supine  hypotension  syndrome  pharma- 
cologically with  vasopressors  (even  intravenous- 


ly) is  met  with  disappointment  in  effecting  the 
desired  rise  in  pressure  and  disappearance  of  the 
symptoms  and  signs  of  acute  hypotension  (ap- 
prehension, restlessness,  fright,  pallor,  nausea, 
emesis,  etc.)  as  long  as  the  uterus  obstructs  the 
vena  cava. 

The  rhythmic  contraction  of  muscles,  even  at 
rest,  aids  venous  return  by  propulsion  of  blood 
toward  the  heart.  General  anesthesia  and  especial- 
ly regional  anesthesia  decrease  this  force. 

The  lift  pump  action  of  the  alternate  changes 
in  intra-thoracic  pressure  during  the  inspiratory 
and  expiratory  phases  of  respiration  is  blunted 
by  the  increased  abdominal  contents  that  splint 
the  diaphragm  in  the  elevated  position. 

Thus,  the  supine  hypotension  syndrome  is  in 
actuality  “bloodless  hemorrhagic”  shock,  there 
being  no  visible  or  extra  vascular  blood  loss.  It  is 
therefore  best  treated  by  the  auto-transfusion  that 
takes  place  when  the  obstruction  to  the  vena  cava 
is  relieved. 

Just  as  moving  the  automobile  tire  off  of  the 
lawn  sprinkler  hose  will  effect  a simple,  imme- 
diate, logical,  rational,  and  satisfying  restoration 
of  the  shower  that  is  watering  the  grass — so  get- 
ting the  gravid  uterus  off  of  the  vena  cava  will 
lead  to  a rise  in  blood  pressure  to  near  normal 
and  a disappearance  of  the  distressing  symptoms 
that  accompany  this  threat  to  the  life  of  the  moth- 
er and  child. 

DOCTOR-PATIENT  RELATIONSHIP 

The  time  is  well  spent  to  routinely  explain  all 
these  technical  anatomic  and  physiologic  possi- 
bilities to  each  pregnant  patient.  Among  the  bene- 
fits are:  ( 1 ) instilled  confidence  in  her  physician’s 
mastery  of  the  situation  (not  an  inconsiderable 
consideration),  (2)  cooperation,  (3)  lack  of 
panic  due  to  ignorance,  (4)  gratitude  for  the 
physician’s  respecting  the  intelligence  of  the  moth- 
er, etc. 

Then  when  the  syndrome  does  occur,  the  pa- 
tient will  often  say  “Doctor,  you  remember  that 
explanation  you  gave  me  of  pressure  on  the  big 
vein?  Well,  you  were  right.  I’ve  got  it!” 

Later  she  says,  “You  know,  Doctor,  I would 
have  been  petrified  when  I felt  that  way  if  I 
hadn’t  been  prepared  by  you  to  look  for  it  and  to 
understand  what  all  was  going  on.” 

With  all  of  the  above  physiologic  and  pharma- 
cologic background,  it  is  my  opinion  that  admin- 
istration of  a vasopressor  prior  to  block  is  not 
necessary — even,  perhaps,  not  indicated  since  the 
phenomenon  of  compression  will  be  partly  masked 
or  clouded. 

There  is  more  often  than  not  an  increased  spi - 
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nal  fluid  pressure  at  term.  For  some  reason  this 
tends  to  make  block  drugs  that  are  deposited  into 
the  subarachnoid  cavity  progress  cephalad  more 
rapidly  and  farther  than  in  the  non-pregnant  state. 
Thus,  I use  Vi  to  Vs  the  usual  dose  of  anesthetic 
drug  (10  mg.  tetracaine-Pontocaine  for  a Cesar- 
ean section  against  16  mg.  for  a hysterectomy  in 
the  same  patient).  Likewise  it  is  not  necessary  to 
tilt  the  head  down  for  as  long  or  as  steeply  when 
using  the  hyperbaric  technique  (Spinal  fluid  spe- 
cific gravity  is  1.003  to  1.006.  Pontocaine  in 
5 per  cent  glucose  is  1 .027 ) . 

When  there  is  supine  hypotension  at  the  time 
of  delivery,  there  is  therefore  understandably  very 
poor  peripheral  venous  filling  in  the  upper  ex- 
tremities making  venipuncture  difficult  during  the 
bedlam  of  the  serious  emergency.  Therefore,  rou- 
tine institution  of  I.V.  fluid  administration  through 
a large  plastic  cannula  (at  least  a 16  Medicut) 
prior  to  production  of  anesthesia  will  preclude  a 
mad  scramble  at  the  time  of  possible  profound 
low  blood  pressure  a few  moments  after  induc- 
tion of  anesthesia. 

In  hemorrhagic  shock  ordinarily  there  is  a 
tachycardia.  But  bradycardia  is  most  often  present 
in  the  supine  hypotension  syndrome,  after  sub- 
arachnoid block  anesthesia.  Premedication  with 
atropine  will  help  counteract  that  bradycardia 
that  is  produced  by  the  partial  paresis  of  the  car- 
diac accelerator  nerves  that  are  sometimes  in  the 
canal  as  low  as  T-4,  the  upper  fringe  of  the  area 
of  anesthesia. 

IN  PRACTICE 

A base  line  pressure  reading  is  determined  with 
the  patient  supine,  and  prior  to  any  anesthetic  or 
obstetric  intervention.  If  it  is  low,  pressure  is  de- 
termined with  the  patient  on  her  side. 

I produce  the  subarachnoid  block  for  Cesarean 
section  with  the  patient  in  the  leit  lateral  decubi- 
tus position.  Since  I am  right  handed  and  the 
spinous  processes  project  postero-caudad,  the 
angle  of  insertion  of  the  needle  antero-cephalad 
is  more  natural  than  with  the  patient  on  her  right 
side.  In  addition,  and  pertinent  to  the  present  dis- 
cussion, the  uterine  tumor  is  displaced  oft  the 
vena  cava. 

In  the  sitting  position  that  some  use  for  saddle 
block  for  vaginal  delivery,  the  pressure  from  the 
intra-abdominal  mass  is  exerted  less  against  the 
spine  than  in  the  supine  position,  which  the  pa- 
tient assumes  shortly  thereafter. 

As  soon  as  the  anesthetic  drugs  have  been  in- 
jected, the  patient  is  rapidly  turned  to  her  back 
and  the  head  of  the  surgical  table  is  loweied  to 
approximately  30°  Trendelenburg  position.  The 
patient’s  head  is  placed  on  a pillow  so  the  chin  is 


flexed  on  the  chest.  This  makes  the  lowest  portion 
of  the  spinal  canal  at  the  vertebra  prominens. 
Should  the  hyperbaric  anesthetic  solution  inad- 
vertently ascend  cephalad  higher  than  intended 
due  to  its  unusually  rapid  progression  in  preg- 
nancy at  term,  its  assent  will  still  be  arrested 
below  the  C-4  level  from  which  the  phrenic  nerve 
that  innervates  the  diaphragm  emerges.  Thus,  al- 
though all  the  intercostal  nerves  may  be  undesir- 
ably paralyzed,  the  diaphragm  will  still  be  active, 
providing  some  respiratory  exchange. 

The  potency  of  the  anesthetic  drug  is  dependent 
on  its  concentration.  The  injected  bolus  is  quickly 
diluted.  Thus  profound  (and  therefore  adequate) 
anesthesia  is  produced  in  the  first  very  few  sec- 
onds. 

The  level  of  hypesthesia  (slightly  less  than  usual 
sensitivity)  is  determined  by  pin  prick.  A level 
to  the  umbilicus  (T-10)  for  vaginal  delivery;  and 
to  T-8  (halfway  between  the  xiphoid  and  um- 
bilicus) for  Cesarean  section  are  adequate  and  de- 
sirable. The  table  is  quickly  levelled  to  stop  the 
gravitational  flow  of  the  solution  that  is  heavier 
than  spinal  fluid.  Vide  supra. 

Anesthesia  follows  hypesthesia  in  five  minutes 
or  so.  The  incision  may  be  made  without  pain  by 
the  time  the  patient  is  prepared  and  draped  (10 
minutes).  Anesthesia  to  the  xiphoid  (T-6)  is  not 
excessive,  but  is  the  upper  limit  to  which  the 
heavy  solution  should  be  allowed  to  progress  by 
gravity. 

Attempts  to  rush  these  steps  of  procedure  will 
bring  distressing  experiences  of  too  high  a level, 
inadequate  anesthesia,  pain,  disappointment,  dis- 
approval, and  a higher  incidence  of  sharp  tempers, 
coronary  occlusion,  and  stroke  in  one  or  more  of 
those  present — patient,  obstetrician,  anesthesiolo- 
gist. 

Again — let  me  suggest  that  at  each  step  of  the 
way,  what  is  going  to  be  done  and  why,  is  told 
to  the  patient.  Like  “Mrs.  Jones,  Miss  Smith  is 
going  to  clean  off  your  back  with  a cold  antisep- 
tic— I mean  real  cold!”  “Now  I’m  going  to  wipe 
your  back  off.”  “You’ll  feel  a little  needle  stick 
and  sting  like  you  felt  when  I started  that  drip  in 
your  arm  a while  ago”  ( I always  deaden  the  site 
of  venipuncture  with  a “mosquito  bite”  of  local 
anesthetic  drug).  Patients  in  the  know  are  better 
behaved,  more  cooperative,  more  appreciative, 
and  get  along  better. 

Tell  the  patient  you  are  going  to  prick  her  with 
a pin  point  before  proceeding  to  do  so  to  de- 
termine the  level  of  hypesthesia,  etc. 

Oo  is  given  by  mask  and  anesthesia  machine  at 
high  flow  from  the  time  she  turns  on  her  back 
until  at  least  delivery. 
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SUPINE  HYPOTENSION  / Caine 

Blood  pressure  is  determined  every  15  to  30 
seconds.  If  no  profound  fall  is  noted,  be  happy 
and  continue  taking  readings.  Mention  to  the  pa- 
tient that  the  blood  pressure  is  OK,  so  far.  (She’ll 
smile  understandingly.) 

If  the  pressure  begins  to  fall  (say  from  120 
systolic  to  100),  tell  her  “Your  pressure  is  down 
a little  so  I’m  going  to  push  that  lump  off  the 
big  vein.” 

Then  push  the  uterus  to  the  left  and  hold  it 
there.  Continue  blood  pressure  determinations.  If 
this  repositioning  is  sufficient  to  effect  relief  of  the 
vena  caval  blockage,  no  more  treatment  is  neces- 
sary. A word  to  this  effect  to  the  patient  is  appre- 
ciated. 

Should  the  blood  pressure  continue  to  fall,  tell 
her  you  are  going  to  tilt  her  hip  and  do  so.  A 
rolled  up  sheet  making  a lump  grapefruit  size  will 
give  30-40°  angulation.  Manually  displace  the 
uterus  also.  Sometimes  the  right  knee  must  be 
bent  and  moved  forward  and  to  the  left. 

The  patient  is  kept  in  this  tilted  position 
throughout  prep  and  drape  and  Cesarean  section 
through  delivery  of  the  fetus.  Then  (and  only 
then)  may  the  prop  under  the  hip  be  removed  to 
allow  the  obstetrician  to  “close  up”  in  a more 
comfortable  and  convenient  stance. 

Ordinarily,  no  vasopressor;  no  transfusion;  no 
pint  to  quart  infusion  push  are  needed:  and  no 
panic;  no  confused  pandemonium  are  created. 

The  mother  is  far  more  helpful,  calm,  and 
grateful  if  she  is  told  ahead  of  time  what  is  going 
to  happen  and  what  she  will  experience.  “Mrs. 
Jones,  your  blood  pressure  has  fallen  and  you  will 
probably  feel  nauseated  for  a short  while.”  “Yes, 
Doctor,  you  are  so  right.  I do.”  Then,  “Now, 
ma’am,  I’ve  relieved  the  obstruction,  your  pres- 
sure is  back  up,  and  you  should  feel  much  better.” 
“Right”  (smile).  “Thank  you.” 

Rarely  is  it  necessary  to  do  more  than  the 
above.  But  on  occasion  the  pressure  fails  to  re- 
turn toward  normal  even  with  the  patient  lying 
all  the  way  on  her  side  (90°).  When  this  occurs, 
I try  turning  the  patient  on  her  right  side  with  the 
idea  that  her  vena  cava  is  positioned  further  left 
than  usual.  On  occasion  this  maneuver  relieves 
the  hypotension. 

Rarer  still,  5 mg.  ephedrine  (0.1  cc  of  50  mg. 
ampoule)  intravenously  injected  into  the  cannula 
adapter  and  flushed  in  with  50  to  200  cc  of  I.V. 
solution  is  resorted  to.  If  this  effects  a rise  in 
pressure,  fine.  The  hesitance  in  giving  a vasopres- 
sor at  the  outset  is  that  since  it  is  not  curative  of 
the  pathophysiology,  its  use  except  as  a later  resort 


measure  is  almost  routinely  followed  by  all  param- 
eters working  at  the  same  time  and  the  pressure 
goes  over  200.  Thus  the  patient  goes  from  one 
extreme  to  the  other  and  all  the  others  present  go 
from  crisis  to  crisis. 

In  a rare  instance  none  of  these  procedures  is 
effective.  Perhaps  the  reason  is  that  unlikely  pa- 
tient with  a decreased  blood  volume  at  term;  or 
more  likely  an  anatomic  combination  of  either 
vertebral  body  prominence,  or  uterine  fibroid,  in- 
fant shoulder  or  occiput,  etc.,  that  is  just  so  situ- 
ated as  to  occlude  the  vena  cava. 

In  this  circumstance,  immediate,  expeditious 
Cesarean  section  is  performed.  The  niceties  of  10 
minute  scrub,  meticulous  draping,  minute  hemo- 
stasis, etc.  are  by-passed  and  the  uterus  emptied 
forthwith.  When  done,  mother  and  baby  are  deliv- 
ered from  impending  doom  and  the  anoxic  conse- 
quences to  each  are  obviated.  Then  the  refine- 
ments of  definitive  surgery  may  be  resumed. 

All  of  the  above  presupposes  a healthy  mother 
with  no  more  additional  burden  than  normal  preg- 
nancy at  term.  Patients  with  complications  such  as 
placenta  previa  with  hemorrhage  and  shock,  etc. 
are  best  made  insensitive  to  pain  by  general  anes- 
thesia with  a drug  that  maintains  peripheral  vas- 
cular tone  (say,  cyclopropane). 

This  dissertation  on  the  suspicion  of,  confronta- 
tion with,  and  handling  of  the  supine  hypotension 
syndrome  is  made  available  because,  and  as  it  is 
because,  the  Committee  on  Maternal  and  Child 
Care  of  the  Mississippi  State  Medical  Association 
has  so  determined  from  its  review  of  certain  cases 
of  maternal  and/or  infant  deaths  due  to  anemic 
asphyxia  of  the  supine  hypotension  syndrome  in 
Mississippi  over  the  last  several  years. 

CASE  NO.  595-12542-70 

This  20-year-old  prima  gravida  had  an  ex- 
pected date  of  confinement  of  Aug.  22,  1969.  Her 
last  menstrual  period  was  Nov.  15,  1968.  She 
was  Rh  positive.  The  lab  values  were  Hbg.  10  gm 
and  serology  was  negative.  She  had  made  five 
antepartal  visits  to  her  physician  from  July 
through  September.  The  membranes  ruptured 
spontaneously  five  hours  prior  to  delivery  and  she 
was  in  labor  for  six  hours.  The  presentation  was 
vertex-occiput-anterior.  The  patient  was  given 
“heavy”  nupercaine  subarachnoid  saddle  block  for 
vaginal  delivery.  “The  mother  died  five  minutes 
later.”  No  mention  was  made  in  the  protocol  of 
height  or  extent  of  anesthesia  in  dermatomes. 
There  was  no  fever,  hemorrhage  or  edema.  A 
living  female  baby  with  “loud  precardial  mur- 
mur” was  born  after  the  mother  died.  The  infant 
was  breathing  poorly  and  slow  to  respond.  There 
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are  no  blood  pressure  recordings  in  the  scanty 
chart.  Resuscitative  efforts  by  the  “cardiac  team” 
were  of  no  avail. 

The  autopsy  showed  vascular  congestion  and 
edema  of  the  lungs,  liver,  spleen,  pancreas,  adren- 
als, and  kidneys.  “Many  of  the  blood  cells  have 
a sickle  form  indicating  the  probability  of  a sickle 
cell  trait.”  “Special  strains  for  mucus  reveal  a 
few  small  positive  globules  within  the  pulmonary 
capillaries  indicating  probable  embolism  of  amni- 
otic  fluid.” 

The  autopsy  diagnosis  was  ( 1 ) amniotic  fluid 
embolism  and  (2)  sickle  cell  trait. 

After  consideration  of  all  the  circumstances  and 
events  surrounding  this  report,  it  is  the  considered 
opinion  of  the  committee  that:  (1)  The  amni- 
otic fluid  emboli  found  at  post  are  no  more  than 
common  at  most  uneventful  deliveries. 

(2)  The  vascular  congestion  of  the  organs  is 
a routine  agonal  finding. 

(3)  This  case  represents  a straightforward  ex- 
ample of  the  supine  hypotension  syndrome  inade- 
quately diagnosed,  understood,  and  treated. 

(4)  There  is  at  least  one  other  explanation  of 
this  mortality:  total  spinal  anesthesia;  with  apnea, 
hypotension,  asphyxia,  and  death.  This  compli- 
cation also  is  preventable  and  curable.  “Artificial 
respiration  would  have  saved  my  Clementine.” 

HISTORICAL  NOTE 

Mengert  first  fully  described  this  syndrome  in 
1953  (in  a patient  observed  in  September  of 
1950).  Stead  in  October  of  1952  commented  the 
origin  was  venacaval  compression.  McRoberts 
in  1951  presented  six  cases.  *** 

646  Robinhood  Road  (39206) 

REFERENCES 

1.  Beard,  R.  W.  et  al:  Supine  Hypotension  Syndrome. 
Brit.  Med.  J.  1:297  (May  2),  1970. 

2.  Brigden,  W.,  Howarth,  S.,  and  Sharpe y-Schafer,  E.  D.: 
Postural  Changes  in  the  Peripheral  Blood  Flow. 
Vasovagal  Fainting.  Clin.  Sci.  9:79,  1950. 

3.  Brody,  H.  and  McCann,  C.:  Supine  Hypotensive 
Syndrome  With  ECG  Changes.  Case  Report.  Obstet. 
Gynec.  16:368-371  (September),  1960. 

4.  Bromage,  P.  R.:  Spread  of  Analgesic  Solutions  in 
the  Epidural  Space  and  Their  Site  of  Action:  A 
Statistical  Survey.  Brit.  J.  Anaesth.  34:161,  1962. 

5.  Cappe,  B.  E.  and  Surks,  S.  N.:  Inferior  Vena  Cava 
Syndrome  in  Late  Pregnancy.  Am.  J.  Obst.  and 
Gyn.  79:162,  1960. 

6.  Courtney,  L.:  Supine  Hypotension  Syndrome  During 
Cesarean  Section.  Brit.  Med.  J.  1:797-798  (March 
28),  1970. 

7.  Crawford,  J.  S.:  Anaesthesia  for  Cesarean  Section;  A 
Proposal  for  Evaluation,  With  Analysis  of  a Meth- 
od. Brit.  J.  Anaesth.  34:179,  1962. 

8.  de  Rezende,  J.  M.:  Postural  Shock  in  Pregnancy. 
Am.  J.  Obst.  and  Gynec.  64:709,  1952. 

9.  Epstein,  R.  A.  and  Panter,  G.  G.:  Supine  Hypo- 
tensive Syndrome  and  Giant  Ovarian  Cyst  (Current 
Comment).  Anes.  27:515,  1966. 

10.  Ferguson,  W.  H.:  Technical  Control  of  Intra  Ab- 


dominal Pressure  Following  Large  Ovarian  Cystec- 
tomies. South.  Med.  J.  59:207,  1961. 

11.  Frothman,  H.  J.  and  Adriani,  J.:  Blood  Pressure 
Changes  During  Cesarean  Section.  Anesth.  and 
Analg.  36:63  ( March-April),  1957. 

12.  Goodlin,  R.  C.:  Importance  of  the  Lateral  Position 
During  Labor.  Obstet.  Gynecol.  37:698  (May),  1971. 

13.  Greiss,  F.  C.  and  Van  Wilkes,  D.:  Effects  of 
Sympathomimetic  Drugs  and  Angiotensin  on  Uter- 
ine Vascular  Bed.  Obstet.  Gynec.  23:925,  1964. 

14.  Grossen,  H.  S.  and  Grossen,  R.  J.:  Operative  Gyne- 
cology. Ed.  6.  St.  Louis,  C.  V.  Mosby  Co.,  1946, 
p.  253. 

15.  Holmes,  F.:  Spinal  Analgesia  and  Cesarean  Section. 
J.  Obstet.  Gynaec.  Brit.  Emp.  64:229,  1957, 

16.  Holmes,  F.:  Incidence  of  the  Supine  Hypotensive 
Syndrome  in  Late  Pregnancy.  A Clinical  Study  in 
500  Subjects.  J.  Obstet.  Gynaec.  Brit.  Emp.  67:254- 
258,  April  1960. 

17.  Howard,  B.  K„  Goodson,  J.  H.  and  Mengert,  W.  F.: 
Supine  Hypotensive  Syndrome  in  Late  Pregnancy. 
Obst.  Gynec.  1:371  (April),  1953. 

18.  Howard,  B.  K.  and  Goodson,  J.  H.:  Experimental 
Placental  Abruption.  Obst.  and  Gynec.  2:442  (No- 
vember), 1953. 

19.  Kennedy,  R.  L.,  Friedman,  D.  L.,  Katchka,  D.  M„ 
Selmants,  S.  and  Smith,  R.  M.:  Hypotension  During 
Obstetric  Anesthesia.  Anes.  20:153  (March-April), 

1959. 

20.  Kerr,  M.  G.,  Scott.  D.  B.  and  Samuel,  E.:  Studies 
of  the  Inferior  Vena  Cava  in  Late  Pregnancy.  Brit. 
Med.  J.  1:532,  1964. 

21.  Lees,  M.  M.,  Kerr,  M.  G.,  Scott.  D.  B.  and  Taylor, 
S.  H.:  Circulatory  Effects  of  the  Supine  Posture  in 
Late  Pregnancy.  Clin.  Sci.  32:453,  1967. 

22.  Macintosh,  R.  R.:  Spinal  Anesthesia  and  Cesarean 
Section.  Brit.  Med.  J.  1:409,  1949. 

23.  Martin,  C.  B.,  Jr.:  Uterine  Blood  Flow  and  Placental 
Circulation.  Anes.  26:447,  1965. 

24.  Marx,  G.  F.:  Supine  Hypotension  Syndrome  During 
Cesarean  Section.  J.A.M.A.  207:1903-1905  (March 
10),  1969. 

25.  McLennan,  C.  E. : Antecubital  and  Femoral  Venous 
Pressure  in  Normal  and  Toxemic  Pregnancy.  Am.  J. 
Obst.  and  Gynec.  45:568,  1943. 

26.  McRoberts,  W.  A.,  Jr.:  Postural  Shock  in  Pregnancy. 
Am.  J.  Obst.  and  Gynec.  62:627,  1951. 

27.  Mengert,  W.  F.,  Goodson,  J.  H.,  Campbell,  R.  F. 
and  Haynes,  D.  M.:  Observations  on  the  Patho- 
genesis of  Premature  Separation  of  Normally  Im- 
planted Placenta.  Am.  J.  Obst.  and  Gynec.  66:1104 
(November),  1953. 

28.  Moya,  F.  and  Smith,  B.  E.:  Spinal  Anesthesia  for 
Cesarean  Section.  J.A.M.A.  179:609,  1962. 

29.  Moya,  F.  and  Smith,  B.  E.:  Maternal  Hypotension 
and  the  Newborn  Infant.  Proc.  Ill  World  Congress 
of  Anaesthesiology.  Sao  Paulo,  1:94,  1964. 

30.  Mundow,  L.  S.:  The  Supine  Hypotension  Syndrome 
in  Pregnancy.  J.  of  the  Irish  Med.  Assoc.  60:194-195 
(June),  1967. 

31.  Oxorn,  H.:  Postural  Hypotension  in  Pregnancy. 

Canad.  Med.  Assoc.  J.  83:436  (August  27),  1960. 

32.  Pritchard,  J.  A.:  Changes  in  Blood  Volume  During 
Pregnancy  and  Delivery.  Anesthesia  26:393,  1965. 

33.  Pyorala,  T.,  et  al:  Supine  Hypotensive  Syndrome  of 
Late  Pregnancy  and  Premature  Separation  of  the 
Placenta.  Acta  Obstet.  Gynec.  Scand.  39:100-105, 

1960. 

34.  Quilligan,  E.  J.  and  Tyler,  C.:  Postural  Effects  on 
the  Cardiovascular  Status  in  Pregnancy;  A Com- 
parison of  the  Lateral  and  Supine  Postures.  Am.  J. 
Obst.  and  Gynec.  79:162,  1960. 

35.  Schmitt,  D.:  The  Hypotensive  Syndrome  in  Supine 
Position  in  Late  Pregnancy.  New  Eng.  J.  Med. 
259:1219,  1958. 


OCTOBER  1973 


443 


SUPINE  HYPOTENSION  / Caine 


36.  Scott.  D.  B.:  Inferior  Vena  Caval  Pressure  Changes 
During  Anesthesia.  Anaesthesia  18:135,  1963. 

37.  Scott,  D.  B.  and  Kerr,  M.  G.:  Inferior  Vena  Caval 
Pressure  Changes  During  Anaesthesia.  J.  Obstet. 
Gynaec.  Brit.  Cwlth.  70:1044,  1963. 

38.  Scott,  D.  B.:  Inferior  Vena  Caval  Occlusion  in  Late 
Pregnancy  and  Its  Importance  in  Anaesthesia.  Brit. 
J.  Anaesth.  40:120,  1968. 

39.  Slovis,  T.  L.  et  al:  Postural  Hypotension  From 
Imipramine.  Pediatrics  48:331-332  (August),  1971. 

40.  Stanford.  W.:  Use  of  an  Air  Force  Antigravity 
Suit  in  a Case  of  Severe  Postural  Hypotension.  Ann. 
Intern.  Med.  55:843-845  (November),  1961. 

41.  Stead,  E.  A..  Jr.:  Fainting.  Am.  J.  Med.  13:387, 
1952. 

42.  Stenger.  V.,  Anderson,  T.,  dePadua,  C.,  Eitzman,  D., 
Gessner,  I.  and  Prystowsky,  H.:  Spinal  Anesthesia 


for  Cesarean  Section.  Amer.  J.  Obstet.  Gynec.  90:51. 
1964. 

43.  Stephen,  C.  R.,  Nowill,  W.  K.  and  Martin,  R.:  Diag- 
nosis and  Treatment  of  Hypotension  During  Anes- 
thesia. Anesthesia  14:180  (March),  1953. 

44.  Vasicka,  A.,  Hutchison,  H.  T.,  Eng,  M.  and  Allen, 
C.  R.:  Spinal  and  Epidural  Anesthesia:  Fetal  and 
Uterine  Response  to  Acute  Hypo  and  Hypertension. 
Amer.  J.  Obstet.  Gynec.  90:800,  1964. 

45.  Wollman,  S.  B.  and  Marx,  G.  F.:  Acute  Hydration 
for  Prevention  of  Hypotension  of  Spinal  Anesthesia 
in  Parturients.  Anesthesia  29:374,  1968. 

46.  Woodburn,  A.  and  Woodburn,  J.  D.:  Postural 

Syncope  or  Shock  Associated  With  Pregnancy.  Ohio 
M.  J.  51:859,  1955. 

47.  Wright,  L.:  Postural  Hypotension  in  Late  Preg- 
nancy. “The  Supine  Hypotensive  Syndrome.”  Brit. 
Med.  J.  1:760-762  (March  17),  1962. 

The  author  gratefully  acknowledges  the  assistance  of 

John  R.  Bise,  M.D..  Susan  Wakefield,  and  Carolyn 

Sellers. 


DRIVERS  ED 

"Did  any  of  you  get  a chance  to  practice  what  you’ve  learned?” 
the  driver  ed.  teacher  asked  his  class. 

“I  did,  sir,”  responded  a pretty  little  junior.  “You  know  those 
signs  up  town  that  say  One  Hour  Parking?  Well,  yesterday,  I did 
it  in  55  minutes!” 
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Profiles  of  Adolescents  Admitted  to 
Mississippi  State  Hospital  in  1972 

for  Drug  Problems 

JERRY  M.  ROSS,  M.D. 
Whitfield,  Mississippi 


Increased  instance  of  drug  use  among  youth 
has  caused  great  concern  at  the  Mississippi  State 
Hospital  at  Whitfield.  There  has  been  a significant 
increase  in  admission  for  drug  use  and  abuse.  The 
admission  for  primary  drug  use  increased  fourfold 
in  the  past  two  years.  Drug  and  alcohol  abuse 
have  long  been  a problem  in  adults  admitted  to  this 
hospital.  In  adults  the  most  popular  drug  for 
abuse  is  the  current  popular  minor  tranquilizer.  In 
youth,  it  seems  to  be  common  to  abuse  mari- 
juana. amphetamines  and  barbiturates. 

Youth  aged  16  to  21  are  admitted  to  the  hos- 
pital on  court  order,  signature  of  two  physicians, 
or  the  chancery  clerk  and  two  physicians’  signa- 
tures. 

In  1972,  365  young  people  were  admitted. 
Forty-seven  of  these  were  given  a diagnosis  of 
drug  abuse  as  either  the  primary  or  secondary 
diagnosis.  The  hospital  stay  of  this  group  varied 
but  average  was  about  two  weeks.  A significant 
number  were  using  the  admission  to  manipulate 
the  environment  and  manage  to  cut  the  stay  from 
a therapeutic  length  of  three  to  four  weeks.  The 
ages  varied  from  16  to  20  with  the  greatest  num- 
ber being  in  the  19  and  20  age  group.  Thirty- 
seven  of  the  47  were  male.  The  greatest  number, 
41,  were  white. 

Suicide  is  a common  precipitant  for  a mental 
hospital  admission  and  of  this  group,  12  had 
made  an  attempt.  It  is  difficult  to  determine  how 
serious  each  attempt  is  in  the  mind  of  the  patient. 
In  this  group,  experience  leads  one  to  first  find 
the  person  or  situation  toward  which  the  suicide 
attempt  is  directed.  Suicide  attempts  seem  to  be 
used  more  often  to  change  the  situation  into  one 
more  favorable  for  the  patient  than  the  angry  act 
toward  an  individual  or  self. 


Presented  before  the  Section  on  Family  Practice.  Missis- 
sippi State  Medical  Association,  Biloxi,  May  2,  1973. 


Only  four  of  this  group  had  armed  service 
experience.  Three  had  been  discharged  for  various 
reasons  and  one  was  currently  in  the  National 
Guard. 


The  author  gives  a detailed  profile  of  the 
adolescents  admitted  to  the  Mississippi  State 
Hospital  at  Whitfield  during  1972  for  drug 
problems.  He  discusses  types  of  drugs  used, 
educational  level  of  the  youth,  marital  status, 
history  of  arrests,  and  work  history  as  well 
as  general  characteristics  to  be  found  in 
young  drug  users. 


None  of  our  group  showed  withdrawal  to 
opiate-like  substances  and  the  only  barbiturate 
type  withdrawal  or  C.N.S.  depressant  withdrawal 
was  slight  and  was  managed  by  30  mgs.  of 
Phenobarbital  four  times  daily  for  about  five  days. 

The  types  of  drug  used  varied  with  those  avail- 
able. We  have  noticed  a pattern  over  the  years; 
it  seems  that  youthful  drug  abusers  tend  to  use 
what's  available.  This  certainly  seems  to  occur  in 
the  small  towns,  especially  until  the  supply  de- 
velops where  they  have  a choice  of  drugs. 

The  educational  level  in  the  group  was  low. 
Only  six  had  completed  high  school  or  started 
college.  Twenty-three  of  the  group  had  a ninth 
grade  or  less  educational  level.  The  educational 
attainment  ties  closely  to  the  work  experience.  It 
seems  that  school  like  work  requires  time,  effort, 
and  initiative  that  addicted  persons  cannot  or  are 
not  willing  to  put  forth. 

Only  six  of  our  sample  were  married.  I would 
postulate  that  both  their  age  and  their  self-center- 
edness play  a part  in  this  finding.  1 am  not  at  all 
sure  how  their  peers  view  them  as  marriage  pros- 
pects. If  one  chooses  to  believe  their  sexual  his- 
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tories,  they  have  no  difficulty  in  finding  bedmates. 
We  tend  to  believe  this  because  we  have  problems 
with  peers  of  the  opposite  sex  visiting  and  bring- 
ing drugs  to  patients. 

These  patients  had  36  arrests,  seven  of  which 
were  drug  related.  Six  of  our  patients  told  of 
stealing  to  support  a habit.  A large  number  of 
our  patients  were  selling  drugs  and  15  admitted 
a history  of  selling  drugs.  Information  regarding 
drug  arrests  was  pieced  together  from  personal 
history,  family  history,  and  police  information. 
The  drug  merchant  pattern  seems  to  be  a young 
man  who  lives  away  from  home,  doesn’t  work 
regularly,  his  parents  don’t  give  him  money,  he 
doesn’t  live  with  a girl  and  he  frequently  makes 
trips  to  a larger  city,  that  are  more  or  less  unex- 
plained. 

Most  of  these  admissions  had  used  drugs  two 
years  or  more  (29).  They  may  have  started  on 
one  drug  and  changed.  We  couldn't  find  any  evi- 
dence that  they  progressed  from  marijuana  to 
hard  drugs. 

Three  of  the  patients  had  a trade;  five  had 
worked  regularly.  The  others  did  not  work  at  all 
or  worked  two  to  three  months  per  year. 

Physically,  it  seems  hepatitis  is  the  greatest 
danger.  Four  of  our  group  had  clinical  hepatitis; 
one  had  diabetes;  one  received  a pelvic  fracture 
in  an  auto  accident.  There  were  several  cases  of 
general  debilitation  and  a few  cases  of  gonorrhea. 
One  of  the  hepatitis  cases  developed  acute  yellow 
atrophy.  We  have  since  started  getting  admission 
SGOT’s  and  find  a significant  number  of  abnor- 
malities in  clinically  negative  cases.  It  has  been 
a surprise  that  gonorrhea,  syphilis,  physical  ill- 
ness, and  pregnancy  are  not  found  more  often. 
Pregnancy  does  result,  but  these  girls  abort.  I’m 
not  sure  how  these  abortions  come  about  since 
they  are  reluctant  to  discuss  it.  Factual  history 
isn’t  often  present.  We  do  see  “bad  trips”  and 
one  case  of  psychosis  was  attributed  to  drugs. 
There  very  well  may  have  been  more  since  the 
differentiation  of  a drug  psychosis  is  so  difficult. 
In  general.  I'd  say  that  drug  induced  psychosis  is 
suspected  more  often  than  it  occurs.  One  of  our 
cases  culminated  in  death  from  liver  failure. 

I will  attempt  to  give  a description  of  the  pa- 
tients by  giving  their  major  personality  traits.  The 
majority  of  our  patients  were  immature  and  un- 
stable with  psychopathic  and  hypomanic  features. 
They  could  be  expected  to  quickly  become  angry 
and  belligerent  when  crossed  or  thwarted  in  their 
goal  of  personal  pleasure.  Interpersonal  relation- 
ships are  superficial  and  problems  with  authority 


figures  are  frequent.  Despite  their  attempts  to  ap- 
pear moralistic,  behavior  usually  tends  to  be 
amoral.  Superficially,  they  appear  fun,  eager, 
outgoing,  and  likeable,  but  in  reality  they  are  ir- 
ritable, hostile,  and  self-centered.  They  usually 
have  strong  dependency  needs  present,  and  they 
use  sex  to  gain  this  dependency.  This  usually 
brings  about  sexual  acting  out  on  a meaningless 
interpersonal  level.  There  may  or  may  not  be 
homosexual  concerns  but  the  likelihood  of  form- 
ing a meaningful  heterosexual  relationship  is 
guarded.  The  anxiety  index  is  usually  low  since 
these  persons  generally  act  out  any  conflicts.  Ego 
strengths  vary,  but  generally  tend  to  be  below 
average. 

In  general,  these  people  act  without  thinking, 
are  markedly  self-centered,  selfish,  and  avoid  close 
interpersonal  contacts. 

CLASSIFICATION  OF  USERS 

Proskauer  and  Rolland  propose  a classification 
of  drug  users  that  is  divided  into  three  types.  One 
is  the  experimental  drug  users.  This  category  con- 
sists of  a large  segment  of  the  youthful  population 
who  take  drugs  at  one  time  or  another  under  the 
influence  of  peer  pressures,  deviant  feelings  to- 
ward adult  authority,  curiosity,  or  a desire  for 
new  sources  of  ascetic  and  essential  experience. 
They  emphasized  that  these  young  people  have 
no  compelling  need  for  a drug  experience  and 
cannot  be  said  to  have  a drug  problem.  They  fur- 
ther state  that  the  healthy  adolescent  eventually 
finds  the  sense  of  passive  enslavement  to  the  drug 
insufferable  and  his  progressive  wish  for  develop- 
ment, active  mastery  identity,  and  object  relation- 
ship more  urgent  and  satisfying  than  the  drug’s 
effect.  Two  is  the  depressive  drug  user.  This  group 
comprises  a vast  number  of  young  people  who 
are  seeking  adaptive  and  defensive  solutions  pri- 
mary to  feelings  of  emptiness,  loneliness,  helpless- 
ness, hopelessness,  and  worthlessness  through 
drug  experiences.  He  points  out  that  this  group 
is  especially  vulnerable  and  drugs  seem  to  be  an 
attractive  way  of  avoiding  pain  and  bypassing  the 
active  work  needed  to  establish  more  mature  ob- 
ject relations.  His  third  classification  is  charactero- 
logical  drug  users.  This  group  is  said  to  be  a much 
smaller  group  of  young  people  who  were  exposed 
in  early  life  to  deprivation,  inconsistency,  and  re- 
jection. These  experiences  have  resulted  in  major 
ego  deficits.  He  further  states  about  charactero- 
logical  drug  users  that  these  young  people  were 
in  serious  difficulty  in  childhood  well  before  they 
started  on  drugs  and  usually  experienced  depriva- 
tion in  early  infancy,  multiple  losses  of  significant 
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persons  during  childhood  and  hostile  dependent 
relationships  to  their  mothers.  As  adolescents  and 
adults  they  must  contend  with  low  tolerance,  with 
frustration,  poor  impulse  control,  a relatively  poor 
capacity  to  bear  anxiety  and  depression,  trouble  in 
relating  to  others  in  a mutual  way  and  unreliable 
reality  testing  especially  under  internal  or  ex- 
ternal stresses. 

It  would  seem  to  me  that  our  study  seemed 
predominantly  weighted  with  the  characterological 
drug  users  where  the  experimenters  or  depressive 
type  patients  were  in  the  minority. 

Siegel  states  that  drug  taking  behavior  among 
troups  begins  as  extensions  of  similar  habits  and 
life  styles  that  were  begun  at  home.  He  indicated 
that  the  prognosis  beyond  detoxification  may 
hinge  above  all  on  each  patient’s  fundamental 
psychological  resources.  Such  assessments  reveal 
normative  patterns  of  adjustment  in  a minority  of 
cases.  He  also  says  that  rarely  do  patients  demon- 
strate substantial  personality  strengths  with  his- 
tories reflecting  stable  interpersonal  relationships 
and  achievements. 

It  seems  that  some  of  the  wisest  and  most 
factual  information  that  1 am  aware  of  on  drug 
abuse  comes  from  Dr.  Dana  Farnsworth,  the  con- 


sultant in  psychiatry  at  Harvard  University  and 
the  vice  chairman  of  the  National  Commission  on 
Marijuana  and  Drug  Abuse.  Dr.  Farnsworth  in 
his  keynote  address  given  at  the  79th  session  of 
the  annual  conference  of  National  Organizations 
in  Miami  in  1972  said  as  follows:  “The  public 
must  learn  to  view  the  drug  problem  in  perspec- 
tive, as  a part  of  a much  larger  complex  of  social 
concerns.  People  have  tended  to  see  drug  use  as 
a source  of  other  difficulties.  The  seeming  aliena- 
tion of  the  young,  a confusion  of  values,  crime, 
racial  conflict,  and  social  dissension.  The  public 
tends  to  regard  drugs  as  a cause  rather  than  an 
aspect  of  these  problems.” 

“We  now  have  no  drug  education  program  in 
this  country,  or  elsewhere,  that  is  sufficiently  ef- 
fective to  warrant  our  recommending  it  to  all  other 
concerned  communities.” 

“The  only  effective  control  will  be  in  the  form 
of  self-control  by  young  people.” 

Miss.  State  Hospital  (39193) 
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SIGN  OF  THE  TIMES 

Some  mothers  who  married  their  childhood  sweethearts  now 
have  daughters  who  will  probably  marry  their  college  roommates. 
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Radiologic  Seminar  CXXXII: 

The  Barium  Enema 

J.  O.  WOOD,  M.D. 
McComb,  Mississippi 


An  estimated  two  to  three  million  barium  ene- 
mas were  done  in  1963,  and  this  number  has 
surely  increased  significantly  since  that  time. 

The  barium  enema  is  a very  informative  pro- 
cedure, and  the  record  of  safety  is  quite  good. 
It  is  probably  the  most  effective  overall  method 
of  diagnosing  carcinoma  of  the  colon  as  well  as 
most  other  colonic  lesions;  however,  rectal  lesions 
are  best  diagnosed  by  direct  visualization  by 
sigmoidoscopy,  and  a negative  barium  enema  does 
not  rule  out  rectal  disturbances.  The  barium  ene- 
ma is  never  a substitute  for  rectal  examination  or 
sigmoidoscopy  and  should  be  preceded  by  such 
an  examination  before  a barium  enema  is  even 
requested. 

Although  the  barium  enema  is  an  excellent  diag- 
nostic method,  it  is  not  as  simple  as  is  thought 
and,  all  too  often,  it  is  limited,  not  by  the  elusive- 
ness of  the  colon  lesion,  but  by  technical  and  hu- 
man error.  Improper  cleansing  of  the  colon  is  a 
common  problem  and  a frequent  source  of  diag- 
nostic error.  Fecal  material  retained  in  the  colon 
not  only  may  obscure  the  lesion,  but  also  lowers 
the  radiologist’s  index  of  suspicion.  Failure  of  in- 
formation to  be  relayed  to  the  radiologist,  such  as 
a previously  difficult  delivery  with  rectal  lacera- 
tions, has  caused  serious  complications. 

Most  radiologists  consider  the  following  pro- 
cedure to  be  adequate  for  barium  enema  prepara- 
tion: 

1 . Low  residue  diet  for  24  hours. 

2.  Two  ounces  of  castor  oil  on  the  night  pre- 
ceding the  examination. 

3.  Enemas  on  the  morning  of  the  examination, 
preferably  administered  by  a trained  aide. 

It  should  be  noted  here  that  the  practice  of 
giving  soap  suds  enemas  should  be  discontinued. 
Soap  is  a strong  chemical  cleansing  agent  which 
works  well  on  fabrics  and  human  skin,  but  has 
no  place  on  the  mucous  membranes  inside  the 
body.  It  is  also  no  better  than  water  or  saline 
solution. 


Sponsored  by  the  Mississippi  Radiological  Society. 

From  the  Department  of  Radiology,  Southwest  Mississip- 
pi Regional  Medical  Center,  McComb,  Miss. 


In  the  barium  filled  phase  of  the  examination 
x-rays  should  be  obtained  at  a K V sufficient  to 
penetrate  the  barium  (generally  100-120  K V). 
The  double  contrast  technique  is  not  only  ad- 
vantageous for  small  polypoid  lesions,  but  it  also 
provides  a “second  look”  and  a further  means  of 
confirming  a suspected  lesion. 

There  are  many  confirmed  reports  of  iatrogenic 
incidents  resulting  from  enemas,  such  as  perfora- 
tion by  the  enema  tip,  laceration  from  the  pres- 
ence of  barium  enema  balloon,  rupture  of  the 
colon  from  hydrostatic  pressure,  water  intoxica- 
tion, liver  necrosis  following  a tannic  acid  and 
barium  mixture,  etc. 

The  complications  of  barium  enemas  are  mostly 
due  to  perforation  of  the  colonic  wall,  and  the 
mortality  from  these  is  high.  They  may  lead  to 
barium  granuloma  formation,  or,  even  worse,  to 
venous  extravasation  of  barium,  which  is  a highly 
lethal  complication.  One  of  the  causes  of  colon 
perforation  is  abrasion  of  the  anterior  rectal  wall 
by  rectal  catheters.  In  this  regard  it  should  be 
stressed  that  technicians  should  be  taught  to  per- 
form this  gently  and  stop  if  resistance  is  encoun- 
tered. A flexible,  non-abrasive  catheter  should  be 
used.  No  doubt  many  barium  enemas  would  not 
be  feasible  without  the  balloon  catheter,  which 
is  a useful  adjunct,  but  it  is  subject  to  certain 
limitations  and  should  not  be  used  in  patients 
with  known  rectal  disease,  particularly  inflam- 
matory diseases.  It  should  never  be  used  in  per- 
sons with  colostomies  or  in  infants  and  young 
children.  The  balloon  should  never  be  placed  be- 
yond the  distensible  rectal  area  and  should  never 
be  distended  beyond  the  minimal  necessary  to 
get  the  proper  examination.  Another  cause  of 
perforation  is  high  intraluminal  pressure.  A maxi- 
mum of  24  inches  and  a customary  pressure  of 
18  inches  is  used;  however,  one  should  use  the 
least  head  of  pressure  which  is  effective. 

Most  radiologists  feel  that  a barium  enema 
should  not  be  done  immediately  following  sig- 
moidoscopy. This  almost  always  results  in  a 
poorer  procedure  than  if  the  barium  enema  were 
done  on  a different  day.  Most  feel  that  if  the  in- 
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Figures  I and  2.  Perforation  of  colon  with  barium  extravasation. 


dication  is  enough  to  put  the  patient  through  the 
preparation  and  procedure,  it  is  important  to  get 
the  best  examination  possible.  There  is  also  the 
danger  of  perforation,  particularly  if  a biopsy  has 
been  performed.  Separation  of  the  two  examina- 
tions should  contribute  materially  to  avoiding  a 
completely  unnecessary  hazard  and  getting  a bet- 
ter examination. 

Complications  of  barium  enemas  could  be  re- 
duced substantially  by  a clearer  appreciation  by 
radiologists  and  their  fellow  referring  physicians 
of  the  causes.  The  radiologic  detectability  of  colon 
lesions  by  barium  enema  could  and  should  be  im- 
proved. The  responsibility  rests,  not  only  with 
radiologists  and  their  colleagues;  but  also  with 
administrators  who,  in  many  instances,  determine 
the  quality  of  radiologic  equipment,  personnel 
supplied  to  radiology,  and  the  conditions  of  the 
examination. 

CASE  REPORT 

This  80-year-old  white  female  came  in  with 
apparent  obstruction  in  the  colon.  During  the 
barium  enema,  multiple  diverticuli  were  seen  in 
the  sigmoid  and  a napkin-ring  lesion  was  noted  in 


the  descending  colon.  When  it  became  obvious 
that  a perforation  had  occurred,  the  examination 
was  discontinued  and  it  was  assumed  that  the 
carcinoma  had  perforated.  However,  at  surgery 
the  carcinoma  was  intact  and  a diverticulum  had 
perforated.  The  patient  died  three  days  later. 

★★★ 

201  North  Front  Street  (39648) 
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The  President  Speaking 


“Thoughts  on  Abortion” 

ARTHUR  A.  DERRICK,  JR.,  M.D. 

Durant,  Mississippi 


1 wonder  if  you  are  as  confused  as  I am  on  the  issue  of  abortion. 
Hopefully,  you  are  not. 

Having  just  experienced  once  again  the  tedious  necessity  of 
informing  a frantic  mother  that  her  14-year-old  daughter  was  in- 
deed pregnant,  my  mind,  my  judgment,  my  responsibility,  my  code 
of  ethics,  and,  yes,  my  heart  were  touched  and  tested  once  more. 

Did  I do  the  right  thing?  I surely  hope  so.  But.  . . . 

The  rationalizations  swirl  in  a cluttered  brain.  “I  will  not  give 
to  a woman  a pessary  to  produce  abortion.”  “1  will  follow  that 
system  of  regimen  which  according  to  my  ability  and  judgment  I 
consider  for  the  benefit  of  my  patients.”  “I  will  abstain  from  what- 
ever is  deleterious  and  mischievous.”  Those  darned  Greeks  again! 
With  their  young  male  paramours  and  their  orgies,  and  they  put 
this  on  us.  But  the  4th  century  B.C.  That’s  a long  time.  Hippo- 
cratic or  hypocritic? 

How  do  you  equate  her  pleading  silent  eyes  with  a supreme 
court  decision?  “A  pregnant  woman  does  not  have  an  absolute 
constitutional  right  to  an  abortion  on  demand.  . . .”  The  mother's 
set  accusing  wounded  face,  her  own  backseat  escapades  long-for- 
got.  . . . “The  decision  to  abort  rests  with  the  physician.” 

Dispatch  her  to  the  sterile  strangeness  of  an  abortion  clinic 
(New  York  City's  fastest-growing  business — business?).  She  looks 
like  Rebecca  of  Sunnybrook  Farm,  but  her  pelvis  is  ripe  with  the 
anachronistic  hormonal  surge.  “Abortion  is  to  be  placed  on  the 
same  footing  with  other  surgical  procedures.” 

The  suction  curette  poised  to  remove  the  detritus  of  spent  lust. 
“The  court  avoided  the  necessity  to  grapple  with  the  definition  of 
life.”  Detritus?  Are  spermatozoa  now  transistorized,  and  ova 
plastic  baubles? 

Professor  John  Money  at  Hopkins  states  that  pregnancy  and 
childbirth  are  treated  as  a disease  and  abortion  is  surgery  rather 
than  a psychic  event  and  a persistent  memory. 

Did  1 do  the  right  thing?  I will  always  wonder.  ★★★ 
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Physicians’  Standards  Review  Organization 


The  much  cussed  and  discussed  medical  review 
outlined  in  the  PSRO  mechanism  encompassed 
in  Public  Law  92-603  is  to  be  implemented  in 
every  state  beginning  Jan.  1,  1974.  Have  you  read 
the  law?  If  you  have  not,  read  it  today.  The  infor- 
mation gained  therefrom  will  be  valuable  to  you 
during  the  next  few  years  of  your  practice. 
Copies  of  the  law  may  be  obtained  from  our  Mis- 
sissippi State  Medical  Association. 

If  you  have  read  the  law,  have  you  sacrificed 
sufficient  time  from  your  busy  practice  to  study 
and  digest  its  contents  with  an  unbiased  eye?  The 
essence  of  the  legislation  is  that  you  should  docu- 
ment that  which  you  are  doing  all  the  time — de- 
livering quality  medical  care  to  your  patients! 

Before  we  develop  any  qualms  that  might  mag- 
nify the  already  existing  prejudices  that  have 
arisen  in  the  wake  of  other  injudicious  govern- 
ment health  programs  implemented  without  med- 
ical input  and  under  the  control  of  third  parties, 
let  us  take  a careful  look  at  the  PSRO  statute  and 
attempt  to  analyze  some  of  its  pertinent  points. 

First,  we  must  recognize  that  Public  Law  92- 
603  is  the  law  of  the  land.  During  the  annual  ses- 
sion of  the  Mississippi  State  Medical  Association 
in  May  1973,  the  House  of  Delegates  handed 
down  a mandate  to  the  Mississippi  Foundation 
for  Medical  Care  to  implement  PSRO  in  Missis- 
sippi. Plans  for  organization  in  this  regard  are  far 
advanced.  On  Aug.  7,  1973,  a conference  was 
held  between  representatives  of  the  Department 
of  Health,  Education,  and  Welfare  and  represent- 
atives of  the  Mississippi  Foundation  for  Medi- 
cal Care,  Mississippi  State  Medical  Association 
and  other  interested  parties,  relative  to  the  desig- 
nation of  certain  PSRO  areas  in  Mississippi.  At 
the  present,  we  have  good  reason  to  believe  that 
Mississippi  will  be  designated  as  a statewide 


PSRO.  An  advantage  is  that  we  can  all  work  to- 
gether under  the  same  roof.  It  is  also  possible 
that  in  the  light  of  the  advanced  knowledge  and 
capability  in  this  field  gained  from  our  experience 
with  EMCRO  that  the  Mississippi  PSRO  may  be 
declared  a pilot  program.  An  additional  ad- 
vantage is  that  we  can  have  an  impact  on  the 
whole  PSRO  mechanism. 

Next,  let  us  review  the  intent  of  the  law  and 
some  of  the  functions  of  the  PSRO  mechanism: 

( 1 ) The  PSRO  will  monitor  inpatient  services 
as  to  medical  necessity.  This  is  not  likely  to  be  a 
serious  problem  as  every  reputable  physician 
would  certainly  not  only  feel  offended  but  wound- 
ed to  find  documented  evidence  leaning  against 
him  in  this  regard.  However,  there  may  be  a few 
that  have  not  given  sufficient  thought  to  the  ques- 
tion and  have  not  taken  the  time  to  record  and 
thus  document  that  which  he  has  done  for  his  pa- 
tients and  the  reasons  for  doing  so.  Good  records 
are  paramount  and  serve  as  supporting  evidence 
of  medical  service  being  medically  necessary. 

(2)  The  PSRO  will  monitor  and  support  the 
delivery  of  quality  medical  care.  The  second  prin- 
ciple function  of  the  PSRO  is  to  monitor  quality 
medical  services  for  institutional  care.  We  will 
not  discuss  the  definition  of  quality  medical  care 
as  it  is  a variable  factor  and  eludes  definition. 
Rapid  changes  in  the  field  of  medicine  demand 
that  the  norms  and  standards  used  to  measure  the 
level  of  medical  care  be  updated  constantly  to 
keep  abreast  of  medical  progress.  It  has  been  gen- 
erally stated  that  quality  medical  care  is  now  be- 
ing delivered  by  at  least  95  per  cent  of  the  physi- 
cians of  Mississippi.  This  most  likely  is  true,  but 
we  have  no  documentary  records  to  prove  this  to 
the  satisfaction  of  the  taxpayer  who  is  paying  for 
the  Medicare  and  Medicaid  programs — and  by 
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the  way,  this  includes  us!  Every  conscientious 
physician  feels  that  he  is  now  delivering  quality 
medical  care  to  his  patients  at  least  within  his  own 
knowledge.  All  of  us  can  benefit  from  our  own 
medical  review. 

The  basic  unit  of  the  PSRO,  and  this  is  clearly 
stated  in  the  law,  begins  at  the  grass  root  levels — 
the  utilization  review  committee  of  each  hospital 
staff.  The  utilization  review  committee  and  the 
medical  audit  committee  should  work  hand  in 
hand  to  organize  a review  mechanism  and  devel- 
op standards  and  norms  as  related  to  levels  of 
quality  medical  care.  In  discharging  these  duties 
both  committees  will  find  the  EMCRO  mech- 
anism of  review,  as  well  as  the  suggested  norms 
and  standards  with  related  diagnosis,  highly  val- 
uable as  a resource. 

(3)  The  PSRO  will  determine  the  appropriate- 
ness of  medical  care.  That  relates  to  asking 
whether  the  patient  you  admitted  to  the  hospital 
could  have  been  given  medical  care  at  home  just 
as  well,  or  at  a less  expensive  facility  available  in 
your  community.  Are  you  admitting  patients  with 
minor  ailments  instead  of  administering  necessary 
medical  care  and  sending  them  home?  Are  you 
discharging  your  patients  from  the  hospital,  when 
in  your  own  judgment  they  have  received  neces- 
sary medical  care,  to  allow  continued  convales- 
cence at  home  or  in  a less  expensive  facility?  Or 
do  you  find  it  much  easier  to  be  influenced  by  the 
socioeconomics  of  the  patient  and  the  pleadings 
of  the  family  to  prolong  hospitalization,  when  it 
is  not  medically  necessary?  These  are  questions 
that  confront  all  of  us.  They  can  be  dealt  with 
fairly  within  the  bounds  of  quality  medical  care 
and  the  PSRO  mechanism.  It  may  require  a bit 
more  time  on  the  part  of  the  physician  and  a 
clear  and  to  the  point  explanation  to  the  patient 
and  family,  using  the  support  of  the  utilization 
committee/ PSRO  mechanism  to  shoulder  a part 
of  the  responsibility. 

Now  that  we  have  discussed  some  of  the  main 
functions  of  the  PSRO,  let  us  scrutinize  some  of 
the  points  of  interest  that  may  be  to  the  advan- 
tage of  the  medical  profession.  It  is  conceded  by 
many  careful  observers  within  and  without  the 
medical  profession  that  there  are  several  good 
points  in  the  PSRO  statute  that  favor  the  physi- 
cian in  private  practice.  It  would  seem  that  the 
greatest  advantage  dwells  in  the  fact  that  it  re- 
turns the  control  of  the  private  practice  of  medi- 
cine to  its  appropriate  place — the  practicing  phy- 
sician and  the  medical  profession. 

For  many  decades  the  fight  for  the  control  of 


the  private  practice  of  medicine  has  been  going 
on  in  a subtle  sort  of  a way,  among  factions  and 
groups  outside  of  the  medical  profession.  During 
the  past  15  years  the  threat  has  become  so  obvi- 
ous and  serious  that  the  hard  working,  dedicated 
physician,  mentally  and  physically  absorbed  in 
the  greatest  era  of  scientific  and  medical  achieve- 
ment that  the  world  has  ever  known,  has  finally 
become  alarmed.  With  continued  encroachment 
from  all  sides  by  labor,  the  legal  profession,  news 
media,  third  party  insurance  carriers  and  the  fed- 
eral government,  the  plight  of  the  physician  has 
certainly  become  precarious.  With  PSRO  func- 
tioning at  the  local  level  under  the  guidance  of  the 
utilization  review  committee  and  the  cooperation 
of  other  members  of  the  medical  staff,  the  con- 
trol of  the  practice  of  medicine  can  again  be  in 
the  hands  of  the  physician.  The  regional  and  state 
level  portion  of  the  review  mechanism  serves  only 
as  a support  and  appellate  mechanism  for  the 
utilization  review  committee  in  carrying  out  its 
functions. 

Another  advantage  of  the  PSRO  both  for  the 
medical  profession  and  others  should  come  from 
the  educational  value  of  the  data  gathered  and 
used.  The  physician  learns  by  having  his  short- 
comings pointed  out  to  him  so  that  he  might  cor- 


BUT  MY  FEW  DOLLARS 
WON’T  MAKE  ANY 


DIFFERENCE 


Thankfully  not  everybody  says  that.  We  know  different. 
Your  dues,  added  to  mine,  and  to  everybody  else's  dues, 
can  make  a difference.  But,  maybe  you  would  rather  go 
to  work  for  the  government? 

If  not  join  us  in  1973  . . and  bring  along  a friend  . 


JOIN  MPAC  TODAY 
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rect  his  mistakes  and  upgrade  medical  care  to  his 
patients.  Those  outside  of  the  profession  have  the 
advantage  of  a vast  reservoir  of  data  reflecting  the 
true  picture  and  verified  facts  in  the  delivery  of 
quality  medical  care.  The  so-called  “experts”  tes- 
tifying before  committees  at  the  national  level, 
exerting  influence  on  legislation  frequently  reflect- 
ing a personal  and  ideological  interest,  will  no 
longer  be  in  vogue.  The  PSRO  mechanism  should 
in  a few  years  have  compiled  a data  bank  of  in- 
formation of  unprecedented  size,  available  to  the 
physician  for  the  purpose  of  education,  documen- 
tation, and  research  in  the  delivery  of  medical 
care. 

As  interpreted  by  the  elected  leaders  of  our  as- 
sociation and  the  Mississippi  Foundation  for 
Medical  Care,  the  PSRO  is  supportive  and  educa- 
tional to  the  profession  and  not  punitive  or  con- 
trary to  the  best  interest  of  the  private  practice 
of  medicine.  It  is  the  pledged  duty  of  the  officials 
of  these  two  organizations  to  organize  and  sup- 
port an  effective  review  system  within  the  bounds 
of  improving  the  private  practice  of  medicine  in 
the  state  of  Mississippi  and  at  the  same  time  in 
no  way  ignoring  human  needs  or  medical  reality. 

If  PSRO  implementation  places  the  private 
practicing  physician  in  an  untenable  position  and 
the  mechanism  evolves  to  a level  incompatible 
with  the  private  practice  of  medicine,  then  the  op- 
position and  fighting  should  begin.  To  oppose  in 
its  entirety  that  which  is  yet  to  be  implemented 
and  tried  is  to  reverse  the  order  of  progress — par- 
ticularly with  the  strong  points  in  the  law  favoring 
the  medical  profession.  The  better  approach,  it 
would  seem,  would  be  to  diligently  and  conscien- 
tiously implement  the  law  and  at  the  end  of  the 
two  year  probation  period  strive  to  separate  and 
eliminate  the  bad  points  from  the  good,  retaining 
the  latter  and  replacing  the  former  with  improve- 
ments gained  from  experience. 

The  Mississippi  Foundation  for  Medical  Care 
is  moving  forward  to  perfect  the  framework  ol  or- 
ganization for  implementation  of  the  PSRO  law. 
A state  level  physician  professional  review  com- 
mittee representing  all  areas  of  the  state  has  been 
appointed.  It  is  anticipated  that  appropriate  and 
operational  products  of  the  MSMA/EMCRO 
program  will  be  used  to  build  the  PSRO  mech- 
anism. We  believe  that  we  are  far  ahead  of  other 
state  medical  associations  in  this  regard. 

The  third  parties  as  well  as  many  of  our  allied 
medical  friends  outside  the  medical  profession  are 
crying  for  a part  or  all  of  the  action  as  they  recog- 
nize the  opportunity  and  authority  of  the  agency 
that  implements  PSRO.  The  opportunity  is  here 
if  we  have  the  foresight  to  take  it  and  make  it 


work.  We  have  two  years  to  make  good.  Let’s  get 
to  work! 

J.  T.  Davis,  M.D.,  Corinth,  Miss. 
President,  Miss.  Foundation 
for  Medical  Care 
President-elect,  MSMA 


REPORT  OF  THE  DELEGATES 

TO  AMA 

New  York  Annual  Convention.  The  AMA 
House  of  Delegates  confronted  with  the  largest 
business  agenda  in  the  association’s  history  acted 
on  a wide  range  of  issues  during  the  122nd  An- 
nual Convention  (June  24-28,  1973)  which  affect 
physicians  in  their  relationships  with  government, 
medical  schools  and  hospitals,  and  with  the  public. 

The  issues  ranged  from  PSRO’s  and  wage-price 
controls  to  institutional  licensure  and  the  need 
for  more  primary  care  physicians.  Meeting  for  a 
total  of  18  hours  and  51  minutes,  the  House 
acted  on  84  reports  and  179  resolutions  for  a 
total  of  263  items  of  business. 

As  might  be  expected,  PSRO  was  one  of  the 
major  subjects  before  the  AMA  House.  Two  re- 
ports from  the  Board  of  Trustees  outlining  suc- 
cessful AMA  efforts  in  providing  physician  input 
into  the  drawing  up  of  PSRO  regulations  by  the 
government,  and  in  other  areas,  were  filed  by  the 
House.  In  addition,  two  resolutions  bearing  on 
PSRO's  were  adopted.  One  resolution,  initiated 
by  California  and  amended,  reads  as  follows: 

Resolved,  That  the  Secretary  of  Health,  Edu- 
cation and  Welfare  be  informed  that  the  only 
organizations  which  can  give  qualified  peer  re- 
view for  physicians’  services  to  the  patient, 
physician,  government  and  taxpayer  are  those 
composed  of  practicing  physicians,  whether 
these  are  state  or  local  groups;  and  be  it  further 
Resolved,  That  since  many  of  these  practic- 
ing physician  groups  are  functioning  success- 
fully, with  multiple  approaches,  as  peer  review 
organizations,  the  regulations  be  so  written  to 
authorize  these  existing  peer  groups  to  con- 
tinue their  review  as  PSRO’s  or  as  functioning 
units  of  PSRO’s,  thus  partially  alleviating  the 
unnecessary  and  costly  implementation  of  new 
agencies  as  PSRO’s. 

The  second  resolution  adopted  was  a substitute 
in  response  to  a number  of  resolutions  introduced, 
ranging  from  those  calling  for  the  AMA  to  go  on 
record  in  opposition  to  PSRO’s,  to  one  urging 
the  association  to  seek  repeal  of  the  law.  The  sub- 
stitute resolution,  which  conforms  to  PSRO 
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policy  approved  by  the  House  at  the  1972  con- 
vention, reads: 

Resolved,  That  although  it  is  recognized  that 
repeal  or  modification  of  PSRO  legislation  ul- 
timately may  be  required  to  preserve  high  qual- 
ity of  patient  care,  the  American  Medical  As- 
sociation should  oppose  any  facets  of  this  cur- 
rent legislation  which  act  to  the  deterioration 
of  quality  care,  publicize  such  deleterious  fac- 
ets, and  place  highest  priority  on  developing 
and  pursuing  appropriate  amendments  to  pre- 
serve high  quality  of  patient  care. 

Six  resolutions  were  introduced  protesting  dis- 
crimination against  physicians  under  the  govern- 
ment’s Economic  Stabilization  Program  and  the 
following  substitute  resolution  was  adopted  by 
the  House: 

Resolved,  That  the  American  Medical  As- 
sociation continue  to  work  by  all  lawful  and 
practicable  means  to  assure  non-discriminatory 
treatment  for  physicians  under  present  and 
future  Economic  Stabilization  Programs. 

In  other  actions  affecting  the  relationship  of 
physicians  with  government  (and  third  parties), 
the  House: 

— Encouraged  continued  efforts  to  develop  a 
uniform  claim  form  for  insurance  claims. 

— Supported  the  on-going  efforts  to  educate 
physicians,  private  insurance  plans  and  govern- 
ment agencies  as  to  the  advantages  of  adopting 
the  3rd  edition  of  Current  Procedural  Terminol- 
ogy to  identify  and  report  services  provided  by 
physicians. 

— And  directed  the  Council  on  Medical  Service 
to  study  the  problems  presented  by  “prospective 
admission”  of  hospital  patients  under  Medicare 
and  Medicaid,  “retrospective  denial”  of  benefits 
and  report  its  findings  and  recommendations  at 
the  1973  Clinical  Meeting  at  Anaheim,  California. 

On  the  subject  of  institutional  licensure,  the 
House  adopted  a report  of  the  Board  which  calls 
for  the  AMA  to  oppose  the  extension  of  institu- 
tional licensure  in  lieu  of  individual  professional 
licensure  to  physicians  and  nurses.  Testimony  be- 
fore the  reference  committee,  including  represent- 
atives of  the  nursing  profession,  was  unanimously 
in  support  of  opposition  to  institutional  licensure. 

Lengthy  debate  centered  on  a resolution  from 
Illinois  which  protested  unilateral  changes  in  med- 
ical staff  bylaws  by  hospital  boards  of  trustees 
that  usurp  the  prerogatives  of  hospital  medical 
staffs.  Similar  situations  were  reported  in  Arizona 
and  South  Dakota.  A motion  from  the  floor  to 
refer  the  resolutions  was  defeated.  After  consider- 


able discussion,  delegates  approved  the  following 
substitute  resolution: 

Resolved,  That  the  American  Medical  Asso- 
ciation declares  that  any  proposal  or  arrange- 
ment between  a hospital  board  of  trustees  and 
its  medical  staff  that  conflicts  with  the  AMA 
principles  of  medical  ethics  is  improper;  and 
be  it  further 

Resolved,  That  unilateral  changes  in  medical 
staff  bylaws  by  hospital  boards  of  trustees  is 
also  improper;  and  be  it  further 

Resolved,  That  the  AMA  suggest  that  the 
following  preamble  be  included  in  all  medical 
staff  bylaws: 

The  hospital  and  the  medical  staff  have  a 
duty  to  cooperate  in  their  mutual  responsibility 
of  assuring  the  high  quality  of  patient  care 
standards  within  the  hospital.  Only  physicians 
can  practice  medicine  under  the  laws  of  the 
state.  In  those  areas  in  which  medical  judg- 
ment and  the  evaluation  of  professional  com- 
petence are  involved,  the  hospital  has  a duty 
to  rely  upon  the  judgments  and  recommenda- 
tions of  the  medical  staff,  to  cooperate  and  to 
provide  needed  assistance  with  full  understand- 
ing that  the  primary  responsibility  is  that  of 
the  medical  staff. 

The  House  approved  a report  of  the  Board  of 
Trustees  concerning  physician  distribution  by 
specialties  which  has  important  implications  for 
the  medical  profession  and  for  the  public.  The 
report  outlines  the  increase  in  number  of  medical 
schools,  the  increase  in  approved  residencies  and 
internships,  and  the  increased  number  of  allied 
health  and  continuing  medical  education  pro- 
grams. The  report,  as  amended  by  the  House, 
contained  two  important  recommendations.  They 
are: 

The  AMA  should  adopt  immediately,  publicize 
widely  and  promote  vigorously  a goal  to  have  at 
least  50  per  cent  of  all  medical  graduates  enter 
residency  training  in  the  primary  care  specialties 
in  the  coming  years. 

The  need  for  numbers  and  type  of  physicians 
should  be  monitored  continuously  and  reassessed 
periodically  in  regular  reports  to  the  House  of 
Delegates. 

On  the  subject  of  physicians’  unions,  the  House 
adopted  a resolution  presented  by  the  New  York 
delegation  which  reaffirms  the  tradition  of  the 
medical  profession  of  not  withholding  medical 
services  (withholding  services  is  a practice  of 
most  unions),  or  performing  any  act  interfering 
with  public  welfare.  The  House  also  approved  a 
Board  of  Trustee  report  which  opposes  unionism 
among  self-employed  physicians.  The  report  also 
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recognizes  that  physicians  in  employment  situa- 
tions need  assistance  and  support,  and  encourages 
the  Board  of  Trustees  to  maintain  its  interest  and 
concern  for  these  physicians.  The  report  also 
affirms  the  no-withholding  of  services  principle. 

The  House  took  several  actions  in  regard  to 
medical  malpractice,  including  approval  of  a re- 
port from  the  Board  of  Trustees  which  outlines 
the  proposed  formation  of  a Medical  Liability 
Commission  to  represent  health  care  providers  in 
dealing  with  medical  malpractice  problems.  The 
proposed  commission  was  outlined  by  a planning 
committee  consisting  of  representatives  of  the 
AMA,  AHA,  American  College  of  Surgeons, 
American  College  of  Physicians  and  four  specialty 
societies.  An  organizing  meeting  for  the  proposed 
commission  will  be  held  in  Chicago  in  September. 

After  considerable  discussion,  the  House  voted 
a change  in  the  AMA  Constitution  and  Bylaws  to 
provide  a seat  on  the  Council  on  Medical  Services 
and  the  Council  on  Medical  Education  for  a rep- 
resentative from  the  intern-resident  members  of 
the  AMA. 

A great  deal  of  discussion  also  took  place  per- 
taining to  the  separation  of  the  business  and  sci- 
entific meetings  of  the  AMA.  No  final  decision 
was  made  and  the  meeting  will  continue  as  com- 
bined meetings  through  1976  as  contracts  have 
been  formalized  to  that  date. 

In  other  action  the  House  instructed  the  Coun- 
cil on  Constitution  and  Bylaws  to  prepare  for  the 
1973  clinical  session  (Anaheim,  California,  De- 
cember 1973)  a measure  that  will  allow  the 
House  to  vote  on  whether  Trustees  shall  serve 
a maximum  of  two,  three  year  terms.  The  present 
maximum  is  three,  three  year  terms. 

The  House  adopted  several  recommendations 
on  the  subjects  of  membership  certification  and 
dues.  They  were: 

Physicians  shall  become  members  of  the  AMA 
upon  certification  by  state  medical  societies  rather 
than  by  AMA  receipt  of  dues. 

The  delinquency  date  for  remittance  of  AMA 
dues  is  changed  from  June  1 to  April  30  of  each 
year,  and  the  requirement  that  members  who  have 
been  dropped  for  non-payment  of  dues  must  pay 
one  year’s  past  dues  is  eliminated. 

The  criteria  for  exemption  from  AMA  dues 
shall  be  consistent  with  exemption  from  state 
medical  society  dues,  except  that  members  reach- 
ing their  70th  birthday  may  apply  directly  to  the 
AMA  for  Active  Dues  Exempt  Membership  sta- 
tus. 

Elimination  of  the  requirement  that  AMA 
membership  be  limited  to  those  physicians  in  mil- 
itary service  whose  tour  of  duty  is  two  years  or 


more.  Younger  physicians  serving  two  years  or 
less  in  the  military  or  the  U.  S.  Public  Health  Ser- 
vice will  be  eligible  for  AMA  membership,  and 
county  and  state  medical  societies  are  encouraged 
to  adopt  this  procedure. 

In  other  actions,  the  House: 

— Adopted  a substitute  resolution  recommend- 
ing that  the  AMA  urge  the  enforcement  of  strict 
penalties  for  the  use  of  firearms  in  the  commission 
of  a crime. 

— Tabled  a resolution  urging  AMA  support  for 
the  open  sale  of  condoms  to  minors. 

— Referred  to  the  Council  on  Mental  Health 
a resolution  urging  AMA  support  of  a model 
penal  code  decriminalizing  sexual  behavior  be- 
tween consenting  adults,  and  AMA  support  to 
end  legal  and  employment  discrimination  against 
homosexuals.  The  council  was  instructed  to  re- 
port back  at  the  1973  clinical  meeting. 

— Affirmed  the  traditional  favorable  attitude  of 
the  medical  profession  toward  pregnancy  and 
motherhood,  and  encouraged  the  development  of 
counselling  programs  that  will  offer  constructive 
help  to  prospective  mothers  in  coping  with  the 
stresses  of  pregnancy. 

— Reaffirmed  the  AMA  abortion  policy  which 
states  “Abortion  is  a medical  procedure  and 
should  be  performed  only  by  a duly  licensed  phy- 
sician and  surgeon  in  accredited  hospitals  acting 
only  after  consultation  with  two  other  physicians, 
and  in  conformance  with  standards  of  good  med- 
ical practice  and  the  Medical  Practice  Act  of  his 
state.  Neither  physician,  hospital,  nor  hospital 
personnel  shall  be  required  to  perform  any  act 
violative  of  good  medical  judgment  or  personally 
held  moral  principles.” 

Officers  elected  were  Russell  B.  Roth,  Pennsyl- 
vania, installed  as  President;  Malcolm  C.  Todd, 
California,  President-elect;  E.  Bryce  Robinson, 
Jr.,  Alabama,  Vice  President;  Tom  E.  Nesbitt, 
Tennessee,  Speaker  of  the  House;  William  Y. 
Rial,  Pennsylvania,  Vice  Speaker  of  the  House; 
John  H.  Budd,  Ohio,  Richard  E.  Palmer,  Vir- 
ginia, James  H.  Sammons,  Texas,  and  Kenneth 
C.  Sawyer,  Colorado,  AMA  Board  of  Trustees; 
George  H.  Mills,  Hawaii,  Judicial  Council;  John 
H.  Burkhart,  Tennessee,  Council  on  Constitution 
and  Bylaws;  J.  Jerome  Wildgen,  Montana,  Russell 
S.  Fisher,  Maryland,  Louis  Burgher,  Minnesota 
(resident-intern  member),  Council  on  Medical 
Education;  Hector  W.  Benoit,  Jr.,  Missouri,  Drew 
M.  Peterson,  Utah,  Daniel  Ostergaard,  Minnesota 
(resident-intern  member).  Council  on  Medical 
Service. 

(This  report  was  prepared  by  G.  Swink  Hicks, 
M.D.,  of  Natchez,  Delegate  to  AMA.) 
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Woman’s  Auxiliary 
to  the  Mississippi  State 
Medical  Association 


PLEASE  DON’T  FORGET  . . . 


Please  don't  forget  to  include  your  wife’s  state  and  national 
Auxiliary  dues  when  you  are  billed  for  your  own  by  MSMA  this 
fall!  These  annual  dues  are  only  $7.00  and  benefit  everyone.  They 
pay  for: 

MD’s  Wife,  national  magazine 

Distaff,  state  newsletter 

Operational  expenses  (headquarters  office,  convention,  confer- 
ences and  workshops) 

Printing  and  distribution  of  Package  Programs,  other  program 
materials  and  health  education  aids 

Loans  to  medical  students  and  nurses 

Scholarships 

Contributions  to  AMA-ERF 

Thank  you  again  for  your  continued  support  in  helping  us  to 
finance  the  Distaff , our  state  newsletter! 

We  would  also  like  you  to  know  that  we  are  aiming  high  in 
AMA-ERF  Contributions  this  year  under  the  enthusiastic  leader- 
ship of  State  Chairman,  Mrs.  Edward  Hill  of  Hollandale.  Our  goal 
is  $10.00  per  capita,  which,  if  reached,  would  mean  a gift  of  over 
$10,000  from  Woman’s  Auxiliary  to  MSMA.  Here’s  to  success! 

Jane  Preston 

(Mrs.  William  H.  Preston,  Jr.) 

President,  Woman’s  Auxiliary 
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Book  Reviews 

Scintigraphy  of  the  Pancreas,  By  Carlo  Prior, 
M.D.,  and  Umberto  Valente,  M.D.  135  pages 
with  134  figure  illustrations.  Padua,  Italy:  Piccin 
Editore,  1971.  $10.00. 

The  authors  in  the  clinical  surgery  department 
at  Siena  University  and  the  departments  of  sur- 
gical pathology  and  clinical  surgery  at  Genoa  Uni- 
versity in  conjunction  with  the  Institute  for  the 
Study  and  Treatment  of  Pancreatic  Disease  pre- 
sent in  brief,  concise  and  readable  form  a detailed 
method  of  pancreatic  scintigraphy  using  a primary 
isotope  for  pancreatic  imaging — Se-75  (Seleno- 
methionine) and  then  an  auxiliary  tracer  which 
is  selectively  absorbed  only  in  the  liver.  Imaging 
is  carried  out  by  a rectro-linear  scanner  utilizing 
an  electronic  subtraction  circuit  which  automati- 
cally permits  one  to  obliterate  the  liver  shadow 
from  the  pancreatic  scintigraph  and  obtain  sepa- 
rate scans  of  the  liver  and  the  pancreas. 

Excellent  concise  information  is  given  on  the 
historical  aspects  of  pancreatic  scintigraphy  and 
the  development  of  Se-75  with  complete  studies 
of  the  physical,  chemical,  biological  and  physio- 
logical and  toxicological  properties  of  Se-75. 

An  adequate  discussion  of  the  principal  of  elec- 
tronic subtraction  or  obliteration  of  the  hepatic 
image  is  included,  as  well  as  the  general  mathe- 
matics of  the  electronics,  collimator,  and  scanning 
speed  and  densities. 

One  of  the  better  features  of  the  book  is  the 
concise  assessment  of  the  role  of  the  pancreatic 
scan  in  respect  to  multiple  other  clinical  and  ra- 
diologic tests  to  evaluate  the  pancreas. 

The  valuable  feature  of  this  publication  is  the 
series  of  scintiscans  of  the  pancreas  in  four  major 
disease  categories  and  excellent  interpretative 
analysis  and  rules  for  diagnosis  in  the  categories 
of  acute  pancreatitis,  chronic  pancreatitis,  pseudo 
cysts  and  tumors,  and  cancer  of  the  pancreas  ei- 
ther primary  or  secondary  by  invasion  from  some 
adjacent  structure. 

It  is  of  interest  that  the  authors  state  adequate 
surgical  and  pathological  material  to  correlate  in 
the  last  three  categories  and  readily  admit  that 
they  had  very  little  correlative  material  in  the  first 
category,  namely  that  of  acute  pancreatitis  but 


give  no  figures  to  illustrate  this.  Also  in  respect 
to  their  very  excellent  approaches  to  diagnoses 
of  the  various  lesions  in  the  above  four  categories 
they  give  no  figures  as  to  their  preoperative  di- 
agnoses correlating  with  pathologic  findings. 

Carl  R.  Hale,  M.D. 

Hattiesburg,  Miss. 

Annual  Review  of  Allergy — 1972.  Edited  by 
Claude  Albee  Frazier,  M.D.  328  pages  with  illus- 
trations. Flushing,  N.  Y.:  Medical  Examination 
Publishing  Company,  1973.  $12.00. 

Twnety-eight  contributors  have  reviewed  the 
literature  in  the  field  of  allergy  and  each  has 
written  an  individual  chapter  in  his  field.  The  pa- 
per back  book  covers  all  aspects  of  allergic  dis- 
ease in  great  depth. 

It  would  be  of  most  benefit  to  those  who  regu- 
larly treat  allergic  diseases,  but  all  physicians  who 
wish  to  expand  their  knowledge  would  find  this 
volume  helpful. 

I was  particularly  impressed  with  Chapter  IV. 
“Asthma  in  Adults,”  in  which  an  excellent  differ- 
ential diagnosis  is  discussed  and  all  the  treatment 
modalities  are  reviewed. 

Chapter  VI  gives  a good  review  of  pulmonary 
function  studies  under  varying  asthmatic  condi- 
tions. 

Chapter  VII,  “Corticosteroids  in  Asthma,”  by 
Dr.  Helen  Morris  of  CARIH  in  Denver  is  an  ex- 
cellent review  of  steroid  therapy  and  is  a must  for 
the  physician  who  will  treat  asthmatics  on  a long 
term  basis  with  corticosteroids. 

There  are  many  new  drugs  undergoing  clinical 
trials  which  do  show  promise  as  being  selective 
Beta  adrenergic  stimulators.  These  are  discussed 
in  Chapter  XV,  “New  Drugs  in  Treatment  of  Al- 
lergy.” 

In  summary  this  book  is  a review  of  the  recent 
literature  of  allergy  and  is  to  be  a yearly  produc- 
tion. The  only  fault  is  that  the  print  is  small.  It 
would  serve  as  an  excellent  reference  for  those 
whose  primary  interest  is  the  treatment  of  allergic 
diseases. 

Ellis  M.  Moffitt,  M.D. 

Jackson.  Miss. 
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Sirs:  Recently,  there  have  been  many  inquiries 
concerning  the  availability  and  use  of  Rocky 
Mountain  Spotted  Fever  Vaccine.4  Current 
RMSF  vaccines  are  prepared  from  yolk  sacs  of 
infected  embryonated  chicken  eggs  and  have  not 
been  evaluated  adequately  in  controlled  trials.  Co- 
hen1 has  shown  that  complement  fixing  (CF) 
antibody  levels  develop  in  22  per  cent  of  recipi- 
ents after  a single  dose  of  vaccine  and  in  63  per 
cent  of  vaccines  after  three  doses.  Booster  doses 
six  months  after  primary  series  did  not  routinely 
result  in  a rise  in  titers.  There  is  no  convincing 
evidence  that  CF  antibodies  are  protective  in  hu- 
mans. Cases  of  RMSF  have  occurred  in  personnel 
who  have  received  the  recommended  doses  of 
RMSF  vaccine.  The  vaccine  may  only  modify  the 
disease  rather  than  prevent  it.  Because  of  the 
questionable  efficacy  of  current  RMSF  vaccines 
and  the  low  risk  of  contracting  RMSF  even  in 
endemic  areas,  vaccine  is  recommended  only  for 
the  following  special  situations:3 

( 1 ) laboratory  personnel  working  with  Rickett- 
sia rickettsii  and 

(2)  persons  whose  occupations  result  in  re- 
peated exposures  to  ticks  in  endemic  areas. 

The  average  child  or  citizen  with  recreational 
or  sporadic  exposure  should  avoid  tick-infested 
areas  as  much  as  possible,  wear  protective  cloth- 
ing, and  remove  ticks  promptly.  Forceps  should 
be  used  for  tick  removal  whenever  possible. 
Alertness  on  the  part  of  both  patients  and  physi- 
cians will  speed  early  diagnosis  and  treatment  of 
clinical  cases  of  Rocky  Mountain  Spotted  Fever 
with  tetracycline  or  chloramphenicol  before  com- 
plications develop.  Analysis  of  fatal  cases  in  re- 
cent years  indicates  that  the  most  important  fac- 
tor is  not  an  unusually  fulminant  course  but  rath- 
er delay  in  initiating  therapy. 

Durward  Blakey,  M.D.,  Director 
Division  of  Preventable  Disease  Control 
State  Board  of  Health 
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Carr,  Isaac  Price,  Clarksdale.  (E-RET). 
M.D.,  Tulane  University  School  of  Medi- 
cine, New  Orleans,  La.,  1913;  interned  Vicks- 
burg State  Charity  Hospital,  Vicksburg,  Miss., 
one  year;  member  of  Fifty  Year  Club  of  MSMA; 
Emeritus  member  of  MSMA  & AMA;  died  Aug. 
6,  1973,  age  88. 


Hasseltine,  Lee  Luther,  Corinth.  M.D., 
Louisiana  State  University  School  of  Medi- 
cine, New  Orleans,  La.,  1935;  interned  Charity 
Hospital,  New  Orleans,  La.,  one  year;  died  Aug. 
31,  1973,  age  65. 


Davis,  Donald  Smith,  Meridian.  Born  Iuka, 
Miss.,  Jan.  1 1,  1937;  M.D.,  University  of  Mis- 
sissippi School  of  Medicine,  1966;  interned  Chat- 
ham County  Memorial  Hospital,  Savannah,  Ga., 
one  year;  residency  in  otolaryngology.  University 
Medical  Center,  Jackson,  Miss.,  1969-72;  elect- 
ed by  East  Mississippi  Medical  Society. 


Draper,  Kenneth  Dean,  luka.  Born  Bates- 
ville,  Miss.,  Nov.  27,  1935;  M.D.,  University  of 
Tennessee  School  of  Medicine,  1960;  interned 
Duval  Medical  Center,  Jacksonville,  Fla.,  one 
year;  elected  by  Northeast  Mississippi  Medical 
Society. 


Hemness,  Edwin  M.,  Clarksdale.  Born  Fargo, 
N.  Dak.,  Feb.  19,  1924;  M.D.,  University  of 
Louisville  School  of  Medicine,  Louisville,  Ky., 
1953;  interned  Naval  Hospital,  Bremerton, 
Wash.,  one  year;  residency  in  orthopaedic  sur- 
gery, Naval  Hospital,  Bethesda,  Md.,  1956-59; 
residency  in  orthopaedic  surgery,  Wilmington, 
Del.,  Jan.  1959-Dec.  1959;  elected  by  Clarksdale 
and  Six  Counties  Medical  Society. 


Thomas,  James  Boyce,  Tupelo.  Born  Carter- 
ville,  Ga.,  April  8,  1943;  M.D.,  University  of  Vir- 
ginia School  of  Medicine,  Charlottesville,  Va., 
1969;  interned  Charity  Hospital,  New  Orleans, 
La.,  one  year;  pediatric  residency,  same,  1970- 
72;  elected  by  Northeast  Mississippi  Medical  So- 
ciety. 
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The  coughing  season  is  here  again.  Time  to 
rely  on  the  four  Robitussins  and  Cough 
Calmers  to  help  clear  the  lower  respiratory 
tract.  All  contain  glyceryl  guaiacolate,  the 
efficient  expectorant  that  works  systemically 
to  help  increasethe  output  of  lower  respiratory 
tract  fluid.  The  enhanced  flow  of  less  viscid 
secretions  soothes  the  tracheobronchial  mu- 
cosa, promotes  ciliary  action,  and  makes  thick, 
inspissated  mucus  less  viscid  and  easier  to 
raise.  Available  on  your  prescription  or  recom- 
mendation. 

For  coughs  of  colds  and  “flu” 

ROBITUSSIN® 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Alcohol,  3.5% 

For  unproductive  allergic  coughs 

ROBITUSSIN  A-C®  0 


Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Pheniramine  maleate  7.5  mg. 

Codeine  phosphate 10.0  mg. 


(warning:  may  be  habit  forming) 
Alcohol,  3.5% 

Non-narcotic  for  6-8  hr.  cough  control 


ROBITUSSIN-DM® 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Dextromethorphan  hydrobromide 15  mg. 

Alcohol,  1.4% 


Robitussin-DM  in  solid  form  for  “coughs  on  the  go” 


COUGH  CALMERS® 

Each  Cough  Calmer  contains: 

Glyceryl  guaiacolate 50  mg. 

Dextromethorphan  hydrobromide 7.5  mg. 


Select  the  Robitussin® 
Clear-Tract”  Formulation 
That  Treats  Your  Patient’s 
Individual  Coughing 
Needs: 
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ROBITUSSIN®  M 

ROBITUSSIN  A-C®  M 

ROBITUSSIN-DM®  M 

ROBITUSSIN-PE®  4 

COUGH  CALMERS®  I 

Keep  this  handy  chart  as  a guide  in  selecting  the  lormula  that  provides  the  benefits  you  want  lor  your  patient. 
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Relieves  cough,  clears  sinuses  and  nasal  passages — 
keeps  them  “drip-dry”  but  not  bone  dry 

ROBITUSSIN-PE® 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Phenylephrine  hydrochloride 10  mg. 

Alcohol,  1.4% 


AH^OBINS 

A.  H.  Robins  Company,  Richmond,  Virginia  23220  1 


THE  MISSISSIPPI  POSTGRADUATE 
INSTITUTE  IN  THE  MEDICAL 

SCIENCES 

Oct.  1-5, 1973 

Electrocardiography  Intensive  Course 
University  Medical  Center,  Jackson 
October  1-5,  1973,  beginning  at  9:00  a.m. 

Sponsored  by  The  University  of  Mississippi 
School  of  Medicine,  with  support  from  the  Mis- 
sissippi Regional  Medical  Program 

Coordinator: 

Thomas  M.  Blake,  M.D.,  professor  of  medicine, 
The  University  of  Mississippi  School  of  Med- 
icine 

Selected  for  their  immediate  applicability, 
topics  in  this  one-week  course  will  be  supple- 
mented by  use  of  electrocardiograms,  slides  and 
other  visual  aids.  Participants  will  interpret 
electrocardiograms  and  join  in  conferences. 

Oct.  15-19,  1973 

Pediatrics  Intensive  Course 
University  Medical  Center,  Jackson 
October  15-19,  1973,  beginning  at  8:00  a.m. 

Sponsored  by  the  University  of  Mississippi 
School  of  Medicine,  with  support  from  the  Mis- 
sissippi Regional  Medical  Program 

Coordinators: 

J.  M.  Montalvo,  M.D.,  associate  professor  of 
pediatrics.  The  University  of  Mississippi  School 
of  Medicine 

Nell  J.  Ryan,  M.D.,  associate  professor  of  pediat- 
rics, The  University  of  Mississippi  School  of 
Medicine 

Participants  will  join  in  ward  and  intake 
rounds,  refresh  their  skills  in  such  areas  as 
scalp  vein  techniques,  use  of  the  respirator, 
resuscitator,  nebulizer  and  humidifier,  and  at- 
tend lectures  on  fluids,  hematology,  cardiology, 
immunizations,  allergies,  pediatric  emergencies, 
pediatric  surgery,  renal  problems  and  the  care 
of  the  newborn. 

Oct.  22-26,  1973 

Nephrology  Intensive  Course 
University  Medical  Center,  Jackson 
October  22-26,  1973,  beginning  at  8:00  a.m. 

Sponsored  by  the  University  of  Mississippi 
School  of  Medicine  with  support  from  the  Mis- 
sissippi Regional  Medical  Program 


Coordinator: 

John  D.  Bower,  M.D.,  associate  professor  of 
medicine  and  director  of  the  artificial  kidney 
unit.  The  University  of  Mississippi  School  of 
Medicine 

In  this  clinically  oriented  course,  emphasis 
will  be  placed  on  reversible  and  treatable  forms 
of  kidney  disease.  The  management  of  acute 
kidney  failure  and  control  of  reversible  features 
of  chronic  kidney  disease  will  be  presented  in 
depth. 

Oct.  29-Nov.  2,1973 

Hematology  Intensive  Course 
University  Medical  Center,  Jackson 
Oct.  29-31,  Nov.  1,  2,  1973,  beginning  at 
8 a.m. 

Sponsored  by  the  University  of  Mississippi 
School  of  Medicine,  with  the  support  of  the 
Mississippi  Regional  Medical  Program 

Coordinator: 

Francis  S.  Morrison,  M.D..  associate  professor  of 
medicine  and  instructor,  department  of  clinical 
laboratory  sciences,  the  University  of  Missis- 
sippi School  of  Medicine 

Recent  advances  in  oncology,  as  well  as  the 
basics  of  diagnosis  and  up-to-date  therapy  will 
be  presented  in  this  course.  Supportive  manage- 
ment will  emphasize  component  hemotherapy 
and  particular  problems  of  infection  in  immu- 
nosuppressed  patients. 

All  of  the  intensive  courses  are  offered 
through  the  Mississippi  Postgraduate  Institute 
in  the  Medical  Sciences,  with  partial  support 
from  the  Mississippi  Regional  Medical  Pro- 
gram, The  Kidney  Foundation  of  Mississippi, 
Inc.,  the  Lilly  Research  Laboratories,  the  Bris- 
tol Laboratories,  and  private  donations.  The 
courses  are  open  to  all  Mississippi  physicians. 
A registration  fee  of  $100.00  is  charged. 

SEMINARS 

Oct.  16,  1973 

Pulmonary  Seminar 

University  Medical  Center,  Jackson 
October  16,  1973,  beginning  at  8:30  a.m. 

Sponsored  by  the  Mississippi  Lung  Associa- 
tion, the  Mississippi  Thoracic  Society  and  the 
University  of  Mississippi  School  of  Medicine 

Coordinator: 

Joe  R.  Norman,  M.D.,  professor  of  medicine,  di- 
rector, division  of  pulmonary  diseases  and  Mis- 
sissippi Lung  Association  Christmas  Seal  Pro- 
fessor of  Respiratory  Diseases 

This  seminar  will  be  concerned  with  the  ab- 
normal chest  x-ray  and  diagnostic  approaches. 
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Some  of  the  topics  to  be  discussed  are  sputum 
collection,  fiberoptic  bronchoscopy,  the  asymp- 
tomatic pulmonary  nodule.  The  day  will  con- 
clude with  the  annual  meeting  of  the  Missis- 
sippi Thoracic  Society. 

FUTURE  CALENDAR 

Oct.  1-5 

Electrocardiography  Intensive  Course 

Oct.  15-19 

Pediatrics  Course 

Oct.  16 

Pulmonary  Seminar 

Oct.  22-26 

Nephrology  Intensive  Course 

Oct.  29-Nov.  2 

Hematology  Intensive  Course 

Nov.  5-9 

Urology  Intensive  Course 

Nov.  12-16 

Cardiology  Intensive  Course 

Nov.  12-16 

Neurology  and  Neurosurgery  Intensive 
Course 

Nov.  28 

Hypertensive  Seminar 

May  6-9,  1974 

Mississippi  State  Medical  Association, 
Biloxi 

Medico-Legal  Briefs 

PHYSICIAN  DENIED  STAFF 
PRIVILEGES  BY  PRIVATE 

HOSPITAL 

A hospital  created  by  private  persons  as  a 
profit-making  corporation  and  solely  controlled 
by  private  parties  without  intervention  of  public 
officials  was  held  by  a Florida  appellate  court  to 
be  a private  hospital  and  could  deny  staff  mem- 
bership to  a physician  without  a hearing  and 
without  informing  the  physician  of  the  reasons  for 
denial. 

The  physician  brought  action  against  the  hos- 
pital, challenging  its  right  to  deny  him  staff  mem- 
bership. The  "trial  court  rendered  summary  judg- 
ment for  the  hospital,  holding  that  it  was  a private 
facility  and  could  deny  staff  membership  without 
a hearing  or  the  necessity  of  informing  him  of  its 
reasons. 

On  appeal,  the  issue  was  whether  the  hospital 


was  a private  institution.  There  was  no  dispute 
that  the  hospital  was  a private  corporation  for 
profit  under  state  laws.  Funds  for  its  initial  con- 
struction came  entirely  from  private  donations. 
The  corporation  was  controlled  by  a board  of 
directors  composed  of  private  physicians.  There 
were  no  officers  or  employees  of  any  federal, 
state,  county,  or  municipal  government  on  the 
board. 

Hospital  operating  expenses  did  not  directly 
come  from  any  governmental  entity.  Although 
about  50  per  cent  of  the  patients  were  recipients 
of  Medicare  benefits,  such  benefits  were  paid 
through  an  intermediary — Blue  Cross-Blue  Shield. 

The  city  did  enter  into  a contract  to  give  the  hos- 
pital certain  rights-of-way  so  that  it  could  expand. 
There  was  a provision  in  the  agreement  whereby 
the  property  would  revert  to  the  city  if  construc- 
tion of  the  additional  facilities  was  not  commenced 
in  three  years.  The  hospital  maintained  an  emer- 
gency room  that  was  open  to  the  general  public. 

The  physician  contended  that  the  hospital  was 
a public  or  quasi-public  facility,  which  could  not 
deny  him  admission  to  practice  at  its  discretion. 
He  cited  three  reasons  that  he  felt  showed  the 
public  or  quasi-public  nature  of  the  hospital:  it 
expanded  on  land  given  to  it  by  the  city,  with  a 
deed  containing  a reverter  clause;  it  existed  on 
federal  funds;  and  it  was  created  to  serve  the 
public. 

In  a previous,  almost  identical,  case,  the  Florida 
Supreme  Court  defined  a private  hospital  as  one 
founded  and  maintained  by  private  persons  or 
by  a corporation,  with  the  state  or  municipality 
having  no  voice  in  its  management  or  formation 
or  rules  for  its  government.  Thus,  the  appellate 
court  said,  the  hospital  met  the  definition  of  a 
private  hospital. 

As  to  the  physician's  contention  that  the  hos- 
pital was  public  or  quasi-public  because  of  Medi- 
care benefits  and  because  of  land  donated  by  the 
city  for  its  expansion,  the  court  did  not  agree  with 
his  conclusion  as  a matter  of  law.  The  court 
pointed  out  that  the  Medicare  program  was  not  a 
direct  subsidy  to  the  hospital  and  that  if  a hos- 
pital were  public  because  of  Medicare  coverage 
of  its  patients,  all  hospitals  in  the  country  would 
have  to  be  considered  public. 

The  court  further  pointed  out  that  donation  of 
land  by  the  city  did  not  in  and  of  itself  establish 
the  hospital  as  public  or  quasi-public  as  there  was 
no  element  of  governmental  control.  Holding  that 
the  hospital  was  private,  the  court  affirmed  the 
judgment  of  the  lower  court. — Monyek  v.  Park- 
way General  Hospital,  Inc.,  273  So. 2d  430  (Fla. 
Dist.  Ct.  of  Appl.,  Feb  21,  1973) 


OCTOBER  1973 


461 


Medical  Series 
Debuts  on  PBS-TV 

“The  Killers” — five  hour-and-a-half  medical 
documentaries — will  be  presented  over  the  237 
interconnected  Public  Broadcasting  Service  sta- 
tions across  the  country  each  month  through 
March  starting  Nov.  19.  The  series  is  made  pos- 
sible by  a grant  from  the  Bristol-Myers  Company, 
a multinational  diversified  manufacturer  and 
marketer  of  products  for  health,  personal  care 
and  the  home,  as  part  of  a long-range  program 
of  corporate  responsibility. 

“The  Killers”  is  designed  to  inform  the  public 
about  methods  of  prevention,  early  detection  and 
treatment  of  the  five  medical  conditions  that  ac- 
counted for  75.7  per  cent  of  deaths — IV2  million 
— in  the  United  States  last  year:  Heart  Disease, 
Inborn  Genetic  Defects,  Pulmonary  Disease, 
Trauma,  and  Cancer. 

To  increase  the  effectiveness  of  the  series,  lo- 
cal PBS  stations  will  use  the  shows  as  spring- 
boards for  community  action.  Working  with  local 
offices  of  national  health  organizations,  communi- 
ty medical  personnel  and  other  interested  citizens, 
many  of  the  local  stations  are  planning  program- 
ming tied  into  the  national  series,  as  well  as  com- 
munity follow-up  activities  such  as  lectures,  work- 
shops, demonstrations  and  informal  clinics. 

Control  of  editorial  content  of  the  series  lies 
solely  with  WNET/13  Science  Program  Group, 
headed  by  Emmy  and  Peabody  Award  winner 
David  Prowitt.  Working  with  the  group  is  an  ad- 
visory board  of  23  representatives  of  the  health 
and  medical  professions  selected  by  the  group. 

The  programs  will  be  presented  across  the 
country  every  fourth  Monday  evening.  The  sched- 
ule is:  “Heart  Disease,”  Nov.  19;  “Inborn  Genetic 
Defects,”  Dec.  17;  “Pulmonary  Disease,”  Jan. 
14;  “Trauma,”  Feb.  11;  and  “Cancer,”  Mar.  11. 

Mississippi  stations  scheduled  to  carry  the  pro- 
grams are  WMAA  (Channel  29)  in  Jackson, 
WMAB  (Channel  2)  in  State  College,  WMAU 
(Channel  17)  in  Bude,  WMAO  (Channel  23)  in 
Greenwood,  WMAI  (Channel  19)  in  Biloxi, 
WMAV  (Channel  18)  in  Oxford,  and  WMAW 
(Channel  14)  in  Meridian. 

Among  the  many  participants  in  the  “Commu- 
nity Outreach”  programs  are  the  AMA,  Amer- 
ican Cancer  Society,  American  College  of  Sur- 
geons, American  Heart  Association  and  National 
Genetics  Foundation. 

For  more  information  on  community  programs, 
write  Miraed  Peake,  J.  Walter  Thompson,  420 
Lexington  Ave.,  New  York,  N.  Y.  10017. 


Rondomycin 

(methacyeline  HCI) 


CONTRAINDICATIONS:  Hypersensitivity  to  any  ol  the  tetracyclines 
WARNINGS:  Tetracycline  usage  during  tooth  development  (last  half  of  pregnancy  to  eight 
years)  may  cause  permanent  tooth  discoloration  (yellow-gray-brown),  which  is  more 
common  during  long-term  use  but  has  occurred  alter  repeated  short-term  courses. 
Enamel  hypoplasia  has  also  been  reported  Tetracyclines  should  not  be  used  in  this  age 
group  unless  other  drugs  are  not  likely  to  be  effective  or  are  contraindicated. 
Usage  in  pregnancy.  (See  above  WARNINGS  about  use  during  tooth  development ) 
Animal  studies  indicate  that  tetracyclines  cross  the  placenta  and  can  be  toxic  to  the  de- 
veloping fetus  (often  related  to  retardation  of  skeletal  development).  Embryotoxicity  has 
also  been  noted  in  animals  treated  early  in  pregnancy. 

Usage  in  newborns,  inlants.  and  children.  (See  above  WARNINGS  about  use  during 
tooth  development.) 

All  tetracyclines  form  a stable  calcium  complex  in  any  bone-forming  tissue  A decrease 
in  fibula  growth  rate  observed  in  prematures  given  oral  tetracycline  25  mg/kg  every  6 
hours  was  reversible  when  drug  was  discontinued. 

Tetracyclines  are  present  in  milk  of  lactalmg  women  taking  tetracyclines 
To  avoid  excess  systemic  accumulation  and  liver  toxicity  in  patients  with  impaired  renal 
function,  reduce  usual  total  dosage  and.  if  therapy  is  prolonged,  consider  serum  level  de- 
terminations ol  drug.  The  anti-anabolic  action  of  tetracyclines  may  increase  BUN  While 
not  a problem  in  normal  renal  function,  in  patients  with  significantly  impaired  function, 
higher  tetracycline  serum  levels  may  lead  to  azotemia,  hyperphosphatemia,  and  acidosis. 

Photosensitivity  manifested  by  exaggerated  sunburn  reaction  has  occurred  with  tetra- 
cyclines. Patients  apt  to  be  exposed  to  direct  sunlight  or  ultraviolet  light  should  be  so  ad- 
vised, and  treatment  should  be  discontinued  at  first  evidence  of  skin  erythema. 
PRECAUTIONS:  If  superinfection  occurs  due  to  overgrowth  of  nonsusceptible  organisms, 
including  fungi,  discontinue  antibiotic  and  start  appropriate  therapy. 

In  venereal  disease,  when  coexistent  syphilis  is  suspected,  perform  darkfield  exami- 
nation before  therapy,  and  serologically  test  for  syphilis  monthly  for  at  least  four  months. 

Tetracyclines  have  been  shown  to  depress  plasma  prothrombin  activity:  patients  on  an- 
ticoagulant therapy  may  require  downward  adjustment  of  their  anticoagulant  dosage 
In  long-term  therapy,  perform  periodic  organ  system  evaluations  (including  blood, 
renal,  hepatic). 

Treat  all  Group  A beta-hemolytic  streptococcal  infections  for  at  least  10  days. 

Since  bacteriostatic  drugs  may  interfere  with  the  bactericidal  action  ot  penicillin,  avoid 
giving  tetracycline  with  penicillin. 

ADVERSE  REACTIONS:  Gastrointestinal  (oral  and  parenteral  forms)  anorexia,  nausea, 
vomiting,  diarrhea,  glossitis,  dysphagia,  enterocolitis,  inflammatory  lesions  (with  mond- 
ial overgrowth)  in  the  anogenital  region. 

Skin:  maculopapular  and  erythematous  rashes:  exfoliative  dermatitis  (uncommon).  Pho- 
tosensitivity is  discussed  above  (See  WARNINGS) . 

Renal  toxicity:  rise  in  BUN.  apparently  dose  related  (See  WARNINGS) 

Hypersensitivity:  urticaria,  angioneurotic  edema,  anaphylaxis,  anaphylactoid  purpura, 
pericarditis,  exacerbation  of  systemic  lupus  erythematosus. 

Bulging  lontanels.  reported  in  young  infants  after  full  therapeutic  dosage,  have  disap- 
peared rapidly  when  drug  was  discontinued 
Blood:  hemolytic  anemia,  thrombocytopenia,  neutropenia,  eosinophilia. 

Over  prolonged  periods,  tetracyclines  have  been  reported  to  produce  brown-black  mi- 
croscopic discoloration  of  thyroid  glands:  no  abnormalities  of  thyroid  function  studies  are 
known  to  occur 

USUAL  DOSAGE:  Adults  - 600  mg  daily,  divided  into  two  or  four  equally  spaced  doses. 
More  severe  infections:  an  initial  dose  ol  300  mg  followed  by  150  mg  every  six  hours  or 
300  mg  every  12  hours.  Gonorrhea  In  uncomplicated  gonorrhea,  when  penicillin  is  con- 
traindicated. Rondomycin'  (methacyeline  HCI)  may  be  used  for  treating  both  males  and 
females  in  the  following  clinical  dosage  schedule:  900  mg  initially,  followed  by  300  mg 
q.i  d.  foratotal of5.4grams. 

For  treatment  of  syphilis,  when  penicillin  is  contraindicated,  a total  of  18  to  24  grams  of 
Rondomycin'  (methacyeline  HCI)  in  equally  divided  doses  over  a period  of  10-15  days 
should  be  given.  Close  follow-up,  including  laboratory  tests,  is  recommended. 

Eaton  Agent  pneumonia  900  mg  daily  for  six  days. 

Children  - 3 to  6 mg/lb/day  divided  into  two  to  four  equally  spaced  doses. 

Therapy  should  be  continued  for  at  least  24-48  hours  after  symptoms  and  fever  have 
subsided 

Concomitant  therapy:  Antacids  containing  aluminum,  calcium  or  magnesium  impair  ab- 
sorption and  are  contraindicated  Food  and  some  dairy  products  also  interfere  Give  drug 
one  hour  before  or  two  hours  after  meals.  Pediatric  oral  dosage  forms  should  not  be 
given  with  milk  formulas  and  should  be  given  at  least  one  hour  prior  to  feeding. 

In  patients  with  renal  impairment  (see  WARNINGS),  total  dosage  should  be  decreased 
by  reducing  recommended  individual  doses  or  by  extending  time  intervals  between 
doses. 

In  streptococcal  infections,  a therapeutic  dose  should  be  given  for  at  least  10  days. 
SUPPLIED:  Rondomycin  (methacyeline  HCI):  150  mg  and  300  mg  capsules,  syrup  con- 
taining 75  mg/5  cc  methacyeline  HCI. 

Before  prescribing,  consult  package  circular  or  latest  PDR  information. 
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L.  B.  Morris  of  Macon  was  honored  for  his  50 
years  in  the  practice  of  medicine  in  that  commu- 
nity with  a reception  at  Pineview  Country  Club. 
He  was  presented  two  plaques. 


James  Arens  and  Walter  Treadwell  of  Jack- 
son  and  UMC  attended  the  Tri-State  Respiratory 
Therapy  conference  in  Biloxi  in  August. 

Loren  Breland  of  Crystal  Springs  is  serving  as 
1973  campaign  chairman  for  the  Mississippi  Di- 
vision of  the  American  Cancer  Society. 

Ronald  Brown  has  associated  with  Gerald 
Wessler  for  the  practice  of  urology  at  1118 
Broad  Avenue  in  Gulfport. 

Ronald  T.  Bruny  has  associated  with  Max  A. 
Curry  for  the  practice  of  pediatrics  at  Coastal 
Medical  Center,  Gateway  Executive  Park,  Biloxi. 

Donald  Cook  and  John  W.  Robinson  of  Merid- 
ian announce  the  removal  of  their  offices  to  the 
newly  constructed  Bone  and  Joint  Clinic  at  5002 
Highway  39  North. 

John  Diplacido  announces  the  opening  of  his 
office  for  the  practice  of  obstetrics  and  gynecology 
at  Doctors  Park,  105  Hillcrest  Drive  in  Houston. 

Thomas  Senter  Glasgow  has  joined  the  staff 
of  the  Doctors  Clinic  in  Grenada  for  the  family 
practice  of  medicine. 


Joe  Norman  of  Jackson  and  UMC  was  guest 
speaker  at  a medical  staff  meeting  at  St.  Joseph’s 
Hospital  in  Meridian.  Dr.  Norman  also  spoke  on 
nursing  care  of  the  emphysematous  patient  to  an 
in-service  education  meeting  of  nurses  at  Howard 
Memorial  Hospital  in  Gulfport. 

James  S.  Poole,  formerly  of  Centreville,  has 
opened  his  office  in  the  Gloster  Clinic  for  the  fam- 
ily practice  of  medicine  in  Gloster. 

Gerald  M.  Rankin  has  associated  with  the  Street 
Clinic  in  Vicksburg  for  the  practice  of  obstetrics 
and  gynecology. 

Roger  H.  Reed  has  associated  with  Ray  H. 
Stewart  at  233  Courthouse  Road  in  Gulfport 
for  the  practice  of  general  medicine.  Dr.  Reed  is 
a 1969  graduate  of  UMC. 

Antonio  M.  Rubio  has  opened  his  office  for  the 
practice  of  psychiatry  at  St.  Joseph’s  Hospital  in 
Meridian. 

Shelby  Smith,  Tom  Carey  and  Bert  Brad- 
ford of  McComb  announce  that  their  Children’s 
Clinic,  Ltd.,  is  now  located  at  210  North  Front 
Street. 


Sidney  O.  Graves  of  Natchez  has  been  elected 
treasurer  of  the  Jefferson  Davis  Hospital  Board. 

Harold  K.  Hudson  has  associated  with  Brown 
Robertson  for  the  practice  of  ear,  nose  and 
throat  and  facial  plastic  surgery  at  808  Garfield 
in  Tupelo. 

Herbert  G.  Langford  of  Jackson  and  UMC  at- 
tended a Hypertension  Detection  and  Followup 
Program  steering  committee  meeting  in  Warren- 
ton,  Va. 


Ralph  Sneed  of  Jackson  is  currently  serving  as 
president  of  the  Louisiana-Mississippi  Ophthal- 
mological  and  Otolaryngological  Society. 

James  P.  Spell  of  Jackson  is  currently  serving  as 
chief  of  staff  of  Doctors  Hospital  in  Jackson. 

James  R.  Todd,  Jr.,  has  joined  the  medical  prac- 
tice of  Frank  E.  Jones  at  the  Fairview  Clinic, 
500  Katie  Avenue,  in  the  Professional  Plaza  of 
Hattiesburg. 


Wayne  T.  Lamar  announces  the  opening  of  his 
office  for  the  practice  of  orthopaedic  surgery  at 
2168  South  Lamar  Boulevard  in  Oxford. 

James  S.  McIlwain  announces  his  association 
with  W.  J.  Patterson  at  the  Clinton  Family 
Clinic,  650  Highway  80  West  in  Clinton. 

Jerry  P.  Moore  has  joined  the  staff  of  the  Rush 
Medical  Group  in  Meridian.  Dr.  Moore  is  a board 
certified  pathologist. 


Virginia  Tolbert  is  currently  serving  as  mayor 
of  Ruleville. 

W.  Boyce  White  of  Laurel  has  assumed  the  du- 
ties of  Coordinator  of  Medical  Services  at  Ellis- 
ville  State  School  at  Ellisville. 

Earl  Whitwell  of  Tupelo  was  guest  speaker 
at  a meeting  of  the  District  25  Mississippi  Nurses 
Association.  Dr.  Whitwell,  an  orthopaedic  sur- 
geon, discussed  total  hip  replacement. 
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0.1  M.I.C. 
for  three  hours 

Similar  elongations 
occur  regardless  of 
antibacterial  used. 


1.0  M.I.C. 
for  three  hours 

Similar  midcell 
defects  seen  with 
increased  antibac- 
terial concentrations. 


10  M.I.C. 
for  three  hours 

Similar  sphcroplast- 
like  forms  appear 
with  high 
concentrations  of 
the  antibacterials. 


The  Scanning  Electron  Microscope  (SEM)  reveals  the  effect 


The  in  vitro  experiment.  These  SEM  photomicro- 
graphs were  taken  as  part  of  a study  exploring  the 
effects  of  various  antibacterials  with  different  modes 
of  action  on  the  surface  morphology  of  bacteria. 

The  scanning  electron  microscope  was  used  because 
of  its  ability  to  show  three-dimensional  views  of 
organisms,  enabling  better  definition  and  apprecia- 
tion of  surface  morphology. 

For  this  portion  of  the  experiment,  E.  coli  were 
exposed  to  the  following  agents:  sulfamethoxazole, 
a chemical  drug  which  acts  by  interference  with  para- 


aminobenzoic  acid  utilization;  tetracycline,  which  inter- 
feres with  intracellular  protein  synthesis;  and  cepha- 
lothin  and  ampicillin,  which  are  cell-wall-active  drugs. 

Strains  of  E.  coli,  each  susceptible  to  the  respective 
antibacterials,  were  exposed  for  15,  30,  60,  120  and 
1 80  minutes  and  1 8 hours  to  several  concentrations 
of  each  agent. 

Following  the  1 80-minute  or  three-hour  exposures 
to  the  antibacterials  at  0.1  M.I.C.,  1.0  M.I.C.  and 
10  M.I.C.,  photoscans  of  the  E.  coli  were  taken.  As 
shown  above,  regardless  of  the  antibacterial  agent 
used  or  its  mode  of  action,  the  changes  in  surface 
morphology  were  remarkably  similar . . . elongation 
at  low  drug  concentrations,  midcell  defects  at  higher 
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lEnterobacter  sp.— Gram  stain  showing  characteristic 
Igram-negative  rod 


Proteus  mirabilis— Flagella  stain 


H Your  option:  tablets  or  suspension 

I Uantanol  Tablets  or  the  pleasant-tasting,  cherry-flavored  Suspension  can  provide  dependable 
lintibacterial  activity  to  control  susceptible  nonobstructed  cystitis  and  pyelonephritis.  Sympto- 
matic improvement  usually  may  be  expected  to  begin  within  24  to  48  hours.  Usual  precautions 
vith  sulfonamide  therapy  should  be  observed,  including  adequate  fluid  intake.  Gantanol  is 
generally  well  tolerated,  with  relative  freedom  from  complications;  the  most  common  side  effects 
ire  nausea,  vomiting  and  diarrhea.  Frequent  c.b.c.’s  and  urinalyses  with  microscopic  examina- 
ion  are  recommended  during  therapy. 

|:Data  on  file,  HofTmann-La  Roche  Inc.,  Nutley,  N.J. 


In  nonobstructed  cystitis  due  to  susceptible  organisms 

antanol  bid. 

^sulfamethoxazole) 

|Basic  therapy 


j binemia);  allergic  reactions  (erythema  multiforme,  skin 
eruptions,  epidermal  necrolysis,  urticaria,  serum  sickness, 
j pruritus,  exfoliative  dermatitis,  anaphylactoid  reactions, 
periorbital  edema,  conjunctival  and  scleral  injection,  pho- 
j tosensitization,  arthralgia  and  allergic  myocarditis);  gastro- 
intestinal reactions  (nausea,  emesis,  abdominal  pains, 
hepatitis,  diarrhea,  anorexia,  pancreatitis  and  stomatitis); 

I C/VS  reactions  (headache,  peripheral  neuritis,  mental  de- 
j pression,  convulsions,  ataxia,  hallucinations,  tinnitus,  ver- 
tigo and  insomnia);  miscellaneous  reactions  (drug  fever, 

| chills,  toxic  nephrosis  with  oliguria  and  anuria,  periarteritis 
J nodosa  and  L.  E.  phenomenon).  Due  to  certain  chemical 
similarities  with  some  goitrogens,  diuretics  (acetazolamide, 
thiazides)  and  oral  hypoglycemic  agents,  sulfonamides 
have  caused  rare  instances  of  goiter  production,  diuresis 
and  hypoglycemia  as  well  as  thyroid  malignancies  in  rats 
following  long-term  administration.  Cross-sensitivity  with 
these  agents  may  exist. 


Dosage;  Systemic  sulfonamides  are  contraindicated  in 
infants  under  2 months  of  age  (except  adjunctively  with 
pyrimethamine  in  congenital  toxoplasmosis). 

Usual  adult  dosage:  2 Gm  (4  tabs  or  teasp.)  initially, 
then  1 Gm  b.i.d  or  t.i.d.  depending  on  severity  of  infection. 

Usual  child's  dosage:  0.5  Gm  (1  tab  or  teasp.)/ 20  lbs 
of  body  weight  initially,  then  0.25  Gm/20  lbs  b.i.d.  Maxi- 
mum dose  should  not  exceed  75  mg/ kg/ 24  hrs. 

Supplied:  Tablets,  0.5  Gm  sulfamethoxazole;  Suspen- 
sion, 0.5  Gm  sulfamethoxazole/ teaspoonful. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  N J 07110 


ORGANIZATION  / Continued 


AMA  Sponsors  Alcohol 
Abuse  Conference 

Physicians  from  throughout  the  nation  will  par- 
ticipate in  an  American  Medical  Association- 
sponsored  conference  on  medical  complications 
of  alcohol  abuse  Oct.  1 1-12  in  Washington.  D.  C. 
at  the  Washington  Hilton  Hotel. 

The  two-day  conference  will  be  directed  to 
physicians  on  diagnosis,  management,  treatment, 
rehabilitation  and  community  resources  for  the 
alcoholic  person. 

“We  hope  to  interest  many  more  physicians  in 
the  problems  of  alcohol  abuse,”  said  Dr.  Herbert 
Raskin  of  Southfield,  Mich.,  chairman  of  the 
AMA's  Committee  on  Alcoholism  and  Drug  De- 
pendence. 

“We  believe  this  conference  will  be  of  consid- 
erable educational  significance  and  help  to  physi- 
cians as  they  treat  and  counsel  their  patients,”  Dr. 
Raskin  said. 

The  conference  will  be  co-sponsored  by  the 
Veterans  Administration,  the  National  Institute 
on  Alcohol  Abuse  and  Alcoholism  and  the  Na- 
tional Council  on  Alcoholism.  The  program  is 
being  coordinated  by  Dr.  William  M.  Lukash, 
White  House  physician. 

Physicians  attending  the  conference  will  receive 
1 3 hours  of  continuing  education  credits  toward 
the  AMA  Physician’s  Recognition  Award  pro- 
gram, and  13  hours  of  elective  credits  in  the  con- 
tinuing education  program  of  the  American  Acad- 
emy of  Family  Practice. 

Conference  speakers  will  cover  such  topics  as 
how  to  diagnose  alcoholism,  how  to  identify  the 
potential  alcoholic  early,  current  approaches  to 
treatment,  biochemical  features  of  alcohol  in  man, 
direct  poisonous  effects  of  alcohol,  cause  of  death 
in  alcoholics,  management  of  acute  medical  emer- 
gency in  alcohol  abuse,  skin  and  blood  problems, 
nutritional  problems  and  management  of  infec- 
tion in  alcoholics. 

The  final  afternoon  session  will  center  on  de- 
velopment of  treatment  plans  and  on  appropriate 
use  of  medications.  Treatment  programs  will  be 
discussed  in  the  context  of  family  therapy,  group 
therapy,  the  place  of  clergymen,  community  so- 
cial agencies  and  the  role  of  self-help  agencies 
such  as  Alcoholics  Anonymous. 

The  conference  will  coincide  with  Drug  Abuse 
Prevention  Week,  proclaimed  by  the  White  House 


for  the  week  of  Oct.  7-13. 

In  its  published  statement  on  “Alcohol  and  So- 
ciety,” the  AMA  Committee  on  Alcoholism  and 
Drug  Dependence  concludes: 

“Although  a small  quantity  of  alcohol  can  serve 
as  a relaxant,  further  consumption,  often  under 
the  guise  of  social  drinking,  can  have  adverse 
physical  and  psychological  consequences. 

“Impaired  decision-making  ability  and  reduced 
perceptual  acumen  are  frequently  the  immediate 
results  of  intoxication;  and  drug  dependence,  as 
well  as  physical  and  psychological  debilitation, 
are  possible  long-range  results  of  consistent  al- 
cohol abuse.” 

Further  information  on  the  conference  is  avail- 
able from  the  Department  of  Mental  Health, 
American  Medical  Association,  535  N.  Dearborn 
St.,  Chicago,  111.  60610. 


How  can  he  get  to  the  top 
when  he  can’t  even  get  to  the  elevator? 

Help  create  an  environment  that’s  barrier-free 
for  the  handicapped.  Write  to  the  President’s 
Committee  on  Employment  of  the  Handicapped, 
Washington,  D C.  202 1 0. 
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JOURNAL  MSMA 


MSMA  Board  of  Trustees  Handled 
Full  Agenda  at  August  Meeting 


Sponsorship  of  a practice  management  work- 
shop for  new  physicians,  referrals  from  the  re- 
cent MSMA  105th  Annual  Session,  activities  of 
the  Mississippi  Foundation  for  Medical  Care,  and 
an  AMA  Delegates’  Report  were  among  items  of 
business  coming  before  the  Board  of  Trustees  at 
its  regular  summer  meeting  on  Aug.  16-17,  1973. 

The  Board  approved  joint  sponsorship  with  the 
AMA  of  a practice  management  workshop  for  new 
physicians  to  be  held  in  Jackson  this  fall.  The  two 
day  workshop  will  feature  a program  on  manage- 
ment and  legal  considerations  for  the  physician 
entering  private  practive  conducted  by  nationally 
recognized  professional  consultants. 

Referrals  from  the  House  of  Delegates  con- 
cerned organization  of  the  Board  of  Trustees, 
legislation,  and  an  association  sponsored  program 
to  certify  in-state  continuing  medical  education 
programs  for  physicians. 

Appointment  of  an  ad  hoc  committee  to  study 
organization  of  the  Board  of  Trustees  was  an- 
nounced by  the  association’s  president.  Dr.  Arthur 
A.  Derrick,  and  consists  of  the  following  MSMA 
members:  Drs.  John  M.  McRae,  Laurel;  Ralph 
L.  Brock,  McComb;  C.  D.  Taylor,  Pass  Christian; 
Frank  H.  Tucker,  Jr.,  Meridian;  John  B.  Howell, 
Canton;  J.  Manning  Hudson,  Jackson;  William  L. 
Weems,  Jackson;  Whitman  B.  Johnson,  Jr., 
Clarksdale;  and  Lee  H.  Rogers,  Tupelo. 

The  committee  will  consider  referrals  from  the 
House  of  Delegates  dealing  with  realignment  of 
MSMA  trustee  districts,  terms  of  office  of  trustees. 


and  composition  of  the  Board  of  Trustees. 

The  association’s  delegates  to  the  AMA  pre- 
sented a report  on  the  June  meeting  of  the  AMA 
House  of  Delegates.  The  Board  received  the  re- 
port for  information  and  directed  that  it  be  pub- 
lished in  an  early  issue  of  the  Journal  MSMA. 

During  the  two  day  meeting  the  Board  of 
Trustees  met  with  other  directors  of  the  Missis- 
sippi Foundation  for  Medical  Care  and  received 
reports  from  the  foundation’s  committees  on  Pro- 
fessional Fees  and  Professional  Review  Activities. 
The  former  committee  reviewed  plans  to  conclude 
its  survey  of  MFMC  members’  professional  fees 
and  to  meet  with  representatives  of  various  spe- 
cialty groups  in  Mississippi.  The  latter  committee 
reviewed  organizational  activities  to  implement 
PSRO  in  Mississippi. 

In  other  business,  the  Board  reviewed  planning 
by  the  Council  on  Scientific  Assembly  for  the 
106th  Annual  Session  and  recommended  that 
junior  and  senior  medical  student  officers  be  in- 
vited to  attend  meetings  of  the  association’s 
councils  on  Legislation  and  Long  Range  Plan- 
ning. The  Board  also  acted  to  broaden  its  liaison 
committee  with  the  Mississippi  Hospital  Associa- 
tion by  placing  the  chairmen  of  the  association’s 
councils  on  legislation  and  medical  education  on 
the  MSMA-MHA  committee  which  formerly  in- 
cluded the  president,  president-elect  and  chair- 
man of  the  Council  on  Medical  Service. 

The  Board  scheduled  its  next  meeting  for  Dec. 
19-20,  1973,  in  Jackson. 
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Recommendations  on 
Combination  Live  Virus  Vaccines 


American  Academy 
of  Pediatrics 


United  States 
Public  Health  Service 


Committee  on 
Infectious  Diseases 

In  the  September  15,  1971  AAP  News- 
letter sent  to  Academy  members,  the  Com- 
mittee on  Infectious  Diseases  of  the 
American  Academy  of  Pediatrics  stated 
its  recommendations  on  the  use  of  com- 
bination live  virus  vaccines.  After  a care- 
ful review  of  available  data,  the  committee 
concluded  that: 

• “This  information  indicates  that  the 
products  are  both  safe  and  effective  when 
used  as  directed.” 

• The  vaccine  “...can,  therefore,  be  rec- 
ommended with  the  obvious  advan- 
tages of  reduction  in  the  number 

of  injections  for  any  given 
child  and  a concomitant  de- 
crease in  the  required 
visits  to  a physician’s  of- 
fice or  clinic.” 

*For  complete  text  of  both 
recommendations  see  your 
MSD  representative  or  write 
to  Professional  Service  Dept., 

Merck  Sharp  & Dohme, 

West  Point,  Pa.  19486. 


Advisory  Committee  on 
Immunization  Practices 

In  the  April  24,  1971  issue  of  Morbidity 
and  Mortality  Weekly  Report,  the  Advis- 
ory Committee  on  Immunization  Prac- 
tices of  the  United  States  Public  Health 
Service  presented  recommendations  on 
the  use  of  combination  live  virus  vaccines. 
The  committee  stated  that: 

• “Data  indicate  that  antibody  response 
to  each  component  of  these  combination 
vaccines  is  comparable  with  antibody  re- 
sponse to  the  individual  vaccines  given 
separately. 

• “There  is  no  evidence  that  ad- 
verse reactions  to  the  combined 
products  occur  more  fre- 
quently or  are  more  severe 
than  known  reactions  to  the 
individual  vaccines  (see  per- 
tinent ACIP  recommenda- 
tions). 

• “The  obvious  convenience 
of  giving  already  selected 
antigens  in  combined  form 
should  encourage  considera- 
tion of  using  these  products 


Dr.  Tatum  Is 
Cardiology  Fellow 

A Mississippi  doctor  has  been  designated  as  a 
Fellow  of  the  American  College  of  Cardiology 
(ACC),  the  national  organization  representing 
specialists  in  cardiovascular  diseases.  He  is  among 
a group  of  60  specialists  admitted  in  the  first  half 
of  1973  to  the  medical  specialty  society’s  highest 
membership  category. 

Dr.  Patrick  H.  Lehan  of  Jackson,  ACC  Gov- 
ernor for  the  state  of  Mississippi,  indicated  that 
the  new  Fellow  is  Dr.  Frederick  E.  Tatum  of  Hat- 
tiesburg. 

Dr.  Tatum,  as  well  as  the  other  new  ACC  Fel- 
lows, has  fulfilled  stringent  membership  require- 
ments based  on  years  of  practice  and  specialty 
certification.  This  effort,  according  to  Dr.  Lehan, 
culminates  in  his  being  considered  by  colleagues 
in  his  community  as  a specialist  or  consultant  in 
cardiovascular  diseases. 


Woman's  Auxiliary 
1973-74  Officers  Meet 


The  1973-74  officers  of  the  Woman’s  Auxiliary  to 
the  Mississippi  State  Medical  Association  are  from 
left,  seated , Mrs.  Dan  Reikes  of  Hattiesburg,  first 
vice  president,  and  Mrs.  W.  H.  Preston,  Jr.,  of 
Booneville,  president.  Standing  from  left  are  Mrs. 
Henry  H.  Webb  of  Jackson,  treasurer;  Mrs.  Jack 
Stokes  of  Pontotoc,  corresponding  secretary  and 
convention  chairman;  Mrs.  Jim  C.  Barnett,  Jr.,  of 
Brookhaven,  second  vice  president;  Mrs.  W.  A. 
Brown,  Jr.,  of  Mathiston,  recording  secretary;  and 
Mrs.  Louis  Lehmann  of  Natchez,  parliamentarian. 


Developmental  Disabilities 
Directory  Completed 

A directory  of  services  for  the  developmentally 
disabled  in  Mississippi  has  been  completed  and 
is  being  distributed  by  the  Mississippi  Interagen- 
cy Commission. 

The  directory  provides  a listing  of  programs 
by  county  and  mental  health-mental  retardation 
region  as  well  as  listing  state  programs  and  spe- 
cial education  classes  in  the  public  schools.  The 
directory  will  be  updated  periodically  to  insure 
that  an  accurate  listing  of  DD  programs  is  avail- 
able. 

The  information  contained  in  the  directory  was 
collected  by  the  Mississippi  Association  for  Re- 
tarded Children  with  the  cooperation  of  United 
Cerebral  Palsy  of  Mississippi,  Inc.,  and  the  Mis- 
sissippi Council  on  Epilepsy.  The  project  was 
partially  supported  by  a Developmental  Disabil- 
ities grant  through  the  Mississippi  Interagency 
Commission. 

SMA  Continuing  Ed 
Program  Accredited 

The  Southern  Medical  Association  (SMA) 
continuing  education  program  has  been  granted 
full  approval  and  accreditation  by  the  Council  on 
Medical  Education  of  the  American  Medical  As- 
sociation (AMA).  The  announcement  was  made 
by  Robert  F.  Butts,  executive  director  of  SMA. 

As  part  of  its  continuing  education  program. 
SMA  holds  a scientific  meeting  annually  to  help 
keep  physicians  abreast  of  the  latest  medical  ad- 
vances. The  67th  Annual  Scientific  Meeting  will 
be  held  Nov.  11-14  in  San  Antonio,  Tex.  It  will 
include  a variety  of  scientific  and  medical  ses- 
sions, with  addresses  by  22  distinguished  guest 
speakers.  Attendance  at  these  sessions  will  pro- 
vide credit  toward  the  hours  required  for  AMA’s 
Physician’s  Recognition  Award,  established  for 
those  beyond  the  stage  of  graduate  training  or  ed- 
ucation. 

Headquartered  in  Birmingham,  Ala.,  SMA  is 
composed  of  more  than  20,000  physician  mem- 
bers in  16  southern  states  and  the  District  of  Co- 
lumbia. The  association’s  exclusive  purpose  is  to 
develop  and  foster  scientific  medicine. 
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Because  you 
practice 

medicine  in  the 

Magnolia  State... 


You  carry  one  of  the  heaviest 
patient  loads  in  the  country. 

Since  this  may  include 
a number  of  patients  with 
gastritis  and  duodenitis... 
you  should  know 
more  about  Librax® 

Helps  reduce 

anxiety-related  G.I.  symptoms 

A patient  may  blame  his  attacks  of  gastritis  or 
duodenitis  on  “something  he  ate”  but  contribut- 
ing factors  may  be  his  job, 
marital  problems,  financial 
worries  or  some  other  unmen- 
tioned source  of  stress  and 
excessive  anxiety  that 
exacerbated  the  condition. 

Whether  it  is  “something 
he  ate”  or  “something  eating  him,”  adjunctive 
Librax  can  help.  Librax  offers  both  the  antianxiety 
action  of  Librium®  (chlordiazepoxide  HC1),  that  can 
help  relieve  excessive  anxiety,  and  the  dependable 
anticholinergic  action  of  Quarzan®  (clidinium  Br), 
that  can  help  reduce  gastrointestinal  hypermotility 
and  hypersecretion. 


Before  prescribing,  please  consult  complete  product  information, 
a summary  of  which  follows: 

Contraindications:  Patients  with  glaucoma;  prostatic  hyper- 
trophy and  benign  bladder  neck  obstruction;  known  hypersen- 
sitivity to  chlordiazepoxide  hydrochloride  and/or  clidinium 
bromide. 

Warnings:  Caution  patients  about  possible  combined  effects 
with  alcohol  and  other  CNS  depressants.  As  with  all  CNS- 
acting  drugs,  caution  patients  against  hazardous  occupations 
requiring  complete  mental  alertness  (e.g.,  operating  machinery, 
driving).  Though  physical  and  psychological  dependence  have 
rarely  been  reported  on  recommended  doses,  use  caution  in 
administering  Librium  (chlordiazepoxide  hydrochloride)  to 
known  addiction-prone  individuals  or  those  who  might  increase 
dosage;  withdrawal  symptoms  (including  convulsions),  following 
discontinuation  of  the  drug  and  similar  to  those  seen  with  bar- 
biturates. have  been  reported.  Use  of  any  drug  in  pregnancy, 
lactation,  or  in  women  of  childbearing  age  requires  that  its 
potential  benefits  be  weighed  against  its  possible  hazards.  As 
with  all  anticholinergic  drugs,  an  inhibiting  effect  on  lactation 
may  occur. 

Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest 
effective  amount  to  preclude  development  of  ataxia,  overseda- 
tion or  confusion  (not  more  than  two  capsules  per  day  initially; 
increase  gradually  as  needed  and  tolerated).  Though  generally 
not  recommended,  if  combination  therapy  with  other  psycho- 
tropics  seems  indicated,  carefully  consider  individual  pharma- 
cologic effects,  particularly  in  use  of  potentiating  drugs  such  as 
MAO  inhibitors  and  phenothiazines.  Observe  usual  precautions 
in  presence  of  impaired  renal  or  hepatic  function.  Paradoxical 
reactions  (e.g.,  excitement,  stimulation  and  acute  rage)  have 
been  reported  in  psychiatric  patients.  Employ  usual  precautions 


Patient-oriented  dosage  — up  to 
8 capsules  daily  in  divided  doses 

For  optimal  response,  dosage  can  be  adjusted  to  suit 
patient  needs- 1 or  2 capsules,  3 or  4 times  a day. 

To  help  relieve 
anxiety-linked 
symptoms  in  gastritis 
and  duodenitis 
■w-  adjunctive 
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Each  capsule  contains  5 mg  chlordiazepoxide  HC1 
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in  treatment  of  anxiety  states  with  evidence  of  impending 
depression;  suicidal  tendencies  may  be  present  and  protective 
measures  necessary.  Variable  effects  on  blood  coagulation  have 
been  reported  very  rarely  in  patients  receiving  the  drug  and  oral 
anticoagulants;  causal  relationship  has  not  been  established 
clinically. 

Adverse  Reactions:  No  side  effects  or  manifestations  not  seen 
with  either  compound  alone  have  been  reported  with  Librax. 
When  chlordiazepoxide  hydrochloride  is  used  alone,  drowsiness, 
ataxia  and  confusion  may  occur,  especially  in  the  elderly  and 
debilitated.  These  are  reversible  in  most  instances  by  proper 
dosage  adjustment,  but  are  also  occasionally  observed  at  the 
lower  dosage  ranges.  In  a few  instances  syncope  has  been 
reported.  Also  encountered  are  isolated  instances  of  skin 
eruptions,  edema,  minor  menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms,  increased  and 
decreased  libido— all  infrequent  and  generally  controlled  with 
dosage  reduction;  changes  in  EEG  patterns  (low-voltage  fast 
activity)  may  appear  during  and  after  treatment;  blood 
dyscrasias  (including  agranulocytosis),  jaundice  and  hepatic 
dysfunction  have  been  reported  occasionally  with  chlordiaz- 
epoxide hydrochloride,  making  periodic  blood  counts  and  liver 
function  tests  advisable  during  protracted  therapy.  Adverse 
effects  reported  with  Librax  are  typical  of  anticholinergic  agents, 
i.e.,  dryness  of  mouth,  blurring  of  vision,  urinary  hesitancy  and 
constipation.  Constipation  has  occurred  most  often  when 
Librax  therapy  is  combined  with  other  spasmolytics  and/or 
low  residue  diets. 
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Medical  TV  Network 
Schedules  Drug  Program 

Antibiotic  Misadventure:  “The  Case  of  Over- 
kill," is  the  first  of  two  related  videotape  pro- 
grams slated  for  distribution  this  fall  to  more  than 
650  hospitals  by  The  Network  for  Continuing 
Medical  Education  (NCME)  as  part  of  the  na- 
tionwide Drug  Spotlight  Program,  sponsored  by 
the  American  Society  for  Clinical  Pharmacology 
and  Therapeutics. 

The  Drug  Spotlight  Program,  initiated  in  April 
of  this  year,  encourages  pharmacy  and  therapeutic 
committees  at  local  hospitals  to  review  their 
therapeutic  practices  and,  where  necessary,  im- 
prove drug  therapy. 

In  this  seven-minute  television  presentation, 
scheduled  for  showing  Sept.  24  through  Oct.  7, 
doctors  are  asked  to  test  their  prescribing  ability 
by  following  day-to-day  reports  on  a 70-year-old 
male  patient  admitted  to  the  hospital  with  shaking 
chills,  pleuritic  pain,  headache,  fever  and  rapid 
respirations  and  pulse. 

The  program  features  Dr.  Harold  C.  Neu,  chief 
of  infectious  diseases  at  Columbia  University  Col- 
lege of  Physicians  and  Surgeons,  New  York  City. 

Dr.  Neu  also  is  featured  in  the  second  program 
in  this  series.  Antibiotic  Misadventure:  “The  Case 
of  Superinfection,  Par  Excellence,”  a 12-minute 
feature  to  be  shown  from  Oct.  8 through  Oct.  2 1 . 

This  second  program  deals  with  a cachectic  71- 
year-old  female  patient  who  complains  of  extreme 
fatigue,  nausea  and  fever.  The  case  appears  sim- 
ple when  it  begins,  but  with  continued  antibiotic 
therapy  one  mistake  follows  another. 

Viewers  are  asked  to  detect  the  mistakes  before 
Dr.  Neu  points  them  out. 

In  the  Drug  Spotlight  Program,  a new  group 
of  drugs  comes  under  study  every  three  months. 
The  October-through-December  subject  deals 
with  the  use  of  antibiotics. 

“Anticoagulant  Therapy”  is  the  subject  of  fu- 
ture study,  while  “Antihypertensive  Therapy”  and 
“The  Use  of  Hypnotics,  Sedatives  and  Minor 
Tranquilizers”  came  under  study  in  the  first  two 
segments  of  the  Drug  Spotlight  Program. 

The  Network  for  Continuing  Medical  Educa- 
tion, located  in  New  York  City,  produces  69  new 
medical  television  programs  a year  and  distributes 
them  on  a bi-weekly  basis  to  major  hospitals, 
medical  centers  and  medical  schools  in  the  United 
States  and  Canada.  Roche  Laboratories  supports 
this  independent  medical  education  effort  that 
reaches  some  100,000  physicians  across  the  coun- 
try. 


SCHEDULE  OF  UPCOMING 
NCME  PROGRAMS 

Here  are  the  playing  dates  and  upcoming 
programs  to  be  distributed  by  The  Network 
for  Continuing  Medical  Education  (NCME) : 

Oct.  8-2 1 How  to  Overdiagnose  Pulmonary 
Embolism , with  Edward  H. 
Morgan,  M.D.,  Head,  Respiratory 
Disease  Section,  The  Mason 
Clinic,  Seattle,  Washington. 

What  You  and  Your  Patient 
Should  Know  About  Coronary 
Arteriography,  with  F.  Mason 
Sones,  Jr.,  M.D.,  Director  of 
Cardiovascular  Medicine  and 
Cardiac  Laboratory,  and  Donald 
B.  Effler,  M.D.,  Director,  De- 
partment of  Cardiovascular  and 
Thoracic  Surgery,  both  of  The 
Cleveland  Clinic. 

Antibiotic  Misadventure:  “The 

Case  of  Superinfection,  Par  Ex- 
cellence,” with  Harold  C.  Neu, 
M.D.,  Chief  of  Infectious  Diseas- 
es, Columbia  University  College 
of  Physicians  and  Surgeons,  New 
York  City.  (A  Drug  Spotlight 
Program  feature.) 

Oct.  22-  Laparoscopic  Sterilization,  with 
Nov.  4 Thomas  F.  Dillon,  M.D.,  Direc- 
tor of  Obstetrics  and  Gynecology 
at  Roosevelt  Hospital,  and  Pro- 
fessor of  Obstetrics  and  Gynecol- 
ogy, Columbia  University  Col- 
lege of  Physicians  and  Surgeons, 
New  York  City. 

Transient  Ischemic  Attack — The 
History,  with  Clark  Millikan, 
M.D.,  Senior  Consultant  in  Neu- 
rology, and  Professor  of  Neurol- 
ogy, The  Mayo  Clinic,  Roches- 
ter, Minnesota. 

Transient  Ischemic  Attack — The 
Physical,  with  Clark  Millikan, 
M.D.,  Senior  Consultant  in  Neu- 
rology, and  Professor  of  Neurol- 
ogy, The  Mayo  Clinic,  Roches- 
ter, Minnesota. 

For  more  information  on  MCME,  write  The 
Network  for  Continuing  Medical  Education, 
15  Columbus  Circle,  New  York,  N.  Y.  10023. 
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A grant  from  the  Commonwealth  Fund  has 
made  the  Drug  Spotlight  Program  possible. 

Medical  journals,  bulletins  and  newsletters  that 
are  cooperating  in  the  program  by  publishing  re- 
lated articles  during  the  designated  dates  include 
American  Family  Physician;  American  Journal 
of  Hospital  Pharmacy;  American  Journal  of 
Nursing;  American  Society  of  Hospital  Pharma- 
cists Newsletter;  Annals  of  Internal  Medicine;  As- 
sociation for  Hospital  Medical  Education  Jour- 
nal; Bulletin  of  the  American  College  of  Sur- 
geons; Hospitals  (Journal  of  the  American  Hos- 
pital Association);  Hospital  Medical  Staff  (publi- 
cation of  AHA);  Hospital  Pharmacy;  Journal  of 
the  American  Medical  Association;  Journal  of 
Medical  Education;  Patient  Care;  Perspectives  on 
Accreditation;  Postgraduate  Medicine. 

The  NCME  programs  can  be  seen  at  the  Uni- 
versity Medical  Center  in  Jackson  on  Tuesdays 
and  Thursdays  at  9 a.m.  in  the  Research  Confer- 
ence Room.  The  Mississippi  Regional  Medical 
Program  sponsors  the  program  showings  at  Sing- 
ing River  Hospital,  Pascagoula;  Forrest  General, 
Hattiesburg;  Hinds  General,  Jackson;  and  La- 
fayette County,  Oxford. 

UMC  Calf  Lives  24 
Days  With  Artificial  Heart 

A 190  pound  calf  named  Alice  has  earned  her- 
self  a place  in  medical  history. 

She  lived  for  24  days,  13V2  hours  with  a total 
artificial  heart  implanted  by  a team  of  University 
of  Mississippi  Medical  Center  researchers  on 
Sept.  6,  1973. 

It’s  a world’s  record  for  survival  with  a man- 
made heart.  The  previous  record  was  just  18  days. 

“We  consider  this  a major  breakthrough,”  said 
Dr.  Tetsuzo  Akutsu,  the  Mississippi  professor  of 
surgery  who  heads  the  research  team.  “The  day 
when  the  artificial  heart  will  be  ready  for  man  is 
getting  closer.” 

Dr.  Akutsu  said  when  his  team  gets  a month’s 
survival  consistently  with  at  least  80  per  cent  of 
their  implants,  they’ll  be  ready  to  put  a mechan- 
ical heart  in  a patient  waiting  for  a human  heart 
transplant. 

“Permanent  implantation  of  a total  artificial 
heart  is  a bit  further  away,”  the  Mississippi  re- 
searcher said.  “We’ve  got  to  have  a nuclear  power 
source  that  can  be  put  in  with  the  heart. 

The  Akutsu  heart,  made  of  silicone  rubber,  has 
the  same  operating  principle  as  the  natural  heart’s 
— alternate  compression  and  relaxation  of  the 
blood-filled  chambers.  After  the  natural  organ  is 
removed,  it  is  placed  in  the  pericardium,  the  fibro- 


serous  sac  that  encloses  the  natural  heart.  The 
man-made  device  is  tube-connected  through  the 
chest  wall  to  an  external  power  source.  Air  blown 
through  the  tubes  starts  the  beat. 

Dr.  Akutsu  attributed  Alice’s  death  to  “blood 
clots  which  formed  in  the  heart  and  then  spread 
throughout  the  body.” 

Dr.  Akutsu,  who  has  designed  more  than  20 
different  types  of  total  artificial  hearts,  has  been 
on  the  Mississippi  Medical  Center  faculty  since 
1966.  He  and  Dr.  Willem  J.  Kolff  implanted  the 
world’s  first  man-made  heart  at  the  Cleveland 
(Ohio)  Clinic  in  1957.  That  animal  lived  for 
about  an  hour  and  a half. 

U.  S.  Navy  Now 
Provides  Speakers 

As  part  of  its  new  recruiting  efforts,  the  U.  S. 
Navy  has  assigned  LCDR  Gene  F.  Renfro,  MSC, 
USN,  to  the  staff  of  Navy  Recruiting  Area  Three 
to  develop  an  area  program  that  will  inform  medi- 
cal students  and  physicians  about  the  Navy  and 
its  medical  programs. 

LCDR  Renfro  is  now  available  for  presen- 
tations or  can  provide  movies,  slides,  or  other 
information  to  interested  groups. 

For  more  information,  call  LCDR  Renfro  or 
Capt.  C.  C.  Dudley  toll  free  at  800-841-8000. 

Hair  Symposium 
Set  in  Atlanta 

The  first  Human  Hair  Symposium  will  be  held 
in  Atlanta  Oct.  12-14,  1973,  sponsored  by  the 
Hair  Research  Task  Force,  National  Program  for 
Dermatology,  and  the  Division  of  Dermatology, 
Department  of  Medicine,  Emory  University 
School  of  Medicine. 

Dr.  Algie  C.  Brown,  associate  professor  of 
medicine  (dermatology)  and  director,  Division 
of  Dermatology,  Department  of  Medicine,  Emory, 
is  chairman  of  the  symposium. 

The  meeting  will  be  held  at  Grady  Memorial 
Hospital  Auditorium  and  at  Stouffer’s  Atlanta 
Inn. 

More  than  300  physicians,  biomedical  scien- 
tists, and  others  are  expected  to  attend  the  three- 
day  meeting.  Forty  scientific  papers  will  be  given 
on  hair  research  in  genetics,  ultra-structure, 
chemistry,  and  forensic  medicine. 

Dr.  Brown  and  his  colleagues  will  discuss  their 
work  with  the  scanning  electron  microscope 
(SEM)  in  which  they  are  studying  hair  as  a tech- 
nique for  diagnosing  many  human  diseases. 
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Guyton  Fund 
Board  Meets 

The  Board  of  Trustees  of  the  Billy  S.  Guyton, 
M.D.,  Memorial  Medical  Education  Loan  Fund 
met  at  the  Medical  Alumni  House  in  Jackson  on 
August  2. 

Mr.  C.  W.  Price,  UMC  Alumni  Secretary,  sum- 
marized the  history  of  the  Guyton  fund  and  ex- 
plained the  program's  purposes,  governing  by- 
laws and  recent  developments.  He  indicated  that 
the  Guyton  fund  is  a working  arrangement  be- 
tween the  Medical  Alumni  Chapter,  MSMA  and 
the  University  Medical  Center  to  perpetuate  the 
ideals  of  Dr.  Guyton  and  to  provide  financial  as- 
sistance to  students  in  the  School  of  Medicine  in 
such  a way  that  the  participants  shall  be  assisting 
other  generations  of  students  through  their  very 
participation. 

He  further  stated  that  during  the  1972-73  aca- 
demic year  the  fund’s  Board  of  Trustees  had 
made  an  allocation  to  the  School  of  Medicine  of 
$10,000  in  the  form  of  twenty  $500  loans  for 
sophomore,  junior  and  senior  medical  students 
who  are  native  Mississippians  and  who  exhibited 
financial  need. 

The  board  voted  to  approve  the  expenditure 
of  twenty  $500  loans  for  the  1973-74  academic 
year  also. 

In  discussion  of  fund  raising  efforts,  those  pres- 
ent suggested  that  the  following  three  procedural 
methods  be  followed: 

( 1 ) Enlarge  upon  and  increase  the  emphasis 
of  Guyton  Memorial  by  showing  the  results  of  the 
giving  for  this  cause.  “This  is  truly  a Mississippi 
based  loan  fund  for  needy  medical  students.” 

(2)  Encourage  the  MSMA  Woman’s  Auxiliary 
to  choose  the  Guyton  fund  as  one  of  their  impor- 
tant projects. 

(3)  Encourage  medically  related  organizations 
or  other  institutions  to  participate  in  this  effort  to 
assist  medical  education  in  Mississippi. 

MHA  Tri-State  Scientific 
Session  Planned 

A postgraduate  course  entitled,  “Controversies 
in  Cardiology”  will  be  held  at  the  Broadwater 
Beach  Hotel,  Biloxi,  May  16-17,  1974.  Registra- 


tion will  be  open  Wednesday,  May  15,  from  4 to 
6 p.m. 

The  course  is  sponsored  by  the  Louisiana,  Ar- 
kansas, and  Mississippi  heart  associations  and  the 
American  Heart  Association  Council  on  Clinical 
Cardiology.  Course  directors  are:  Dr.  Albert 
Hyman,  Louisiana  Heart  Association;  Dr.  Mal- 
colm Pearce,  Arkansas  Heart  Association;  Dr. 
John  Phillips,  American  Heart  Association  Coun- 
cil on  Clinical  Cardiology;  and  Dr.  William  H. 
Rosenblatt,  Mississippi  Heart  Association. 

The  course  will  be  concerned  with  management 
of  arrhythmias,  newer  techniques  in  diagnosis, 
prosthetic  valve  surgery,  exercise  and  diet  in  cor- 
onary heart  disease. 

Registration  fee  is  $75  for  heart  association 
members;  fellows,  associate  fellows  and  members 
of  American  Heart  Association  Council  on  Clin- 
ical Cardiology;  and  $100  for  non-members.  This 
includes  social  hour  Wednesday  evening;  buffet 
luncheon  Thursday  and  Friday;  and  coffee  during 
breaks. 

Application  has  been  made  to  American  Acad- 
emy of  Family  Practice  for  12  elective  hours 
credit. 

Further  information  may  be  obtained  from  Mrs. 
Pat  H.  Roundtree,  Program  Director,  Mississippi 
Heart  Association,  4830  East  McWillie  Circle, 
Jackson,  Miss.  39206. 


EMCRO  Holds 
ER  Workshop 


The  Experimental  Medical  Care  Review  Organiza- 
tion (EMCRO)  recently  held  an  Emergency  Room 
Workshop  for  criteria  development  at  the  Coliseum 
Ramada  Inn  in  Jackson.  Emergency  room  physicians 
and  EMCRO  specialty  pane!  physicians  are  shown 
participating  in  a full  day  of  discussion  and  work 
sessions. 
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NHL  I Seeks 
Grant  Applications 

The  HEW's  National  Heart  and  Lung  Institute 
is  inviting  young  scientists  and  physicians  nation- 
wide to  compete  for  grants  to  conduct  pulmonary, 
or  lung-related,  research  in  projects  of  their  own 
design  and  direction. 

The  new  program — the  “Young  Investigator 
Pulmonary  Research  Grant’’ — is  being  launched 
this  month  by  Dr.  Claude  J.  M.  Lenfant,  director 
of  the  Institute’s  Division  of  Lung  Diseases.  Dr. 
Lenfant  explains  that,  by  providing  them  with 
modest  independent  support  for  projects  of  their 
own  design,  this  program  will  help  young  scien- 
tists and  physicians  who  are  on  the  lower  rungs 
of  the  professional  ladder,  while  encouraging 
them  toward  pulmonary  research,  where  new 
knowledge  and  diverse  professional  talents  are 
greatly  needed. 

The  division  is  inviting  applications  from  young 
professionals  across  a broad,  basic-clinical  spec- 
trum of  fields,  ranging  from  biochemistry  and  en- 
gineering to  surgery  and  pediatrics.  Each  appli- 
cant must  be  under  35,  with  a doctorate  in  some 
relevant  field. 

Grant  applications  must  be  returned  before 
Dec.  1,  to  be  reviewed  in  time  for  next  fiscal 
year's  funds.  Other  information  about  this  pro- 
gram may  be  obtained  from:  Jay  Moskowitz, 
Ph.D.,  Acting  Chief,  Special  Programs  and  Re- 
sources Branch,  Division  of  Lung  Diseases,  Na- 
tional Heart  and  Lung  Institute,  Bethesda,  Md. 
20014. 

Dr.  James  Named 
UAB  Medicine  Chairman 

Dr.  Thomas  N.  James  has  been  appointed 
chairman  of  the  Department  of  Medicine  at  the 
School  of  Medicine,  University  of  Alabama-Bir- 
mingham  (UAB),  according  to  Dr.  James  A. 
Pittman,  dean  of  the  school. 

Dr.  James  is  also  director  of  the  Cardiovas- 
cular Research  and  Training  Center,  as  well  as 
professor  of  medicine  and  professor  of  pathology. 
In  his  positions  with  the  UAB,  Dr.  James  has 
held  a leadership  role  in  developing  programs 
dealing  with  research,  teaching  and  treatment  of 
heart  disease. 

A frequent  consultant  to  the  National  Heart 
and  Lung  Institute  and  officer  of  many  national 
organizations  in  his  specialty.  Dr.  James  is  best 
known  for  his  work  on  the  coronary  arteries  and 


the  processes  dealing  with  the  normal  and  abnor- 
mal electrical  activity  of  the  heart  (its  rhythm). 

“As  director  of  CRTC,  Dr.  James  has  shown 
himself  to  be  an  able  administrator,”  said  Dr. 
Pittman.  “UAB  also  extends  its  appreciation  to 
Dr.  T.  W.  Sheehy  who  served  with  distinction  as 
chairman  of  the  department  in  the  interim  follow- 
ing the  resignation  of  Dr.  T.  Joseph  Reeves.” 

Dr.  Reeves,  who  resigned  from  the  position  in 
April,  1973,  retains  his  appointment  as  professor 
of  medicine  in  the  department. 

CHAMPUS  Coverage 
Relates  to  Medicare 

Under  the  Social  Security  Act  of  1972,  people 
under  65  years  old  who  receive  Social  Security 
benefits  for  the  disabled  are  now  eligible  for  hos- 
pital benefits  under  Part  A of  Medicare.  Public 
Law  89-614,  under  which  CHAMPUS  was  en- 
acted, states  that  retired  members  and  their  de- 
pendents and  the  dependents  of  deceased  person- 
nel are  not  entitled  to  benefits  under  CHAMPUS 
if  they  are  eligible  for  hospital  insurance  bene- 
fits under  Medicare. 

The  assistant  Secretary  of  Defense  for  Health 
and  Environment  has  not  been  able  to  complete 
the  coordination  with  the  Social  Security  Admin- 
istration which  he  feels  is  necessary  to  establish 
a final  CHAMPUS  implementation  of  these  new 
Medicare  eligibility  provisions  of  the  act. 

Pending  completion  of  the  necessary  coordina- 
tion of  the  CHAMPUS  and  Medicare  claim  pro- 
cedures, the  following  procedures  will  be  fol- 
lowed in  the  adjudication  of  CHAMPUS  claims: 

( 1 ) Claims  from  dependents  of  active  duty 
members  will  be  processed  without  regard  to  any 
possible  Medicare  eligibility. 

(2)  Claims  from  retired  members  and  depen- 
dents and  survivors  of  deceased  active  duty  and 
deceased  retired  members,  will  be  processed  in 
accordance  with  procedures  now  in  effect  with  re- 
spect to  persons  age  65  and  over  who  do  not  have 
Part  A coverage  under  Medicare  or  who  have 
Part  B only.  With  respect  to  the  Medicare  1972 
Amendment  coverage,  the  CHAMPUS  cost-shar- 
ing shall  be  determined  without  regard  to  any  new 
Medicare  coverage  unless  the  claim  itself  states 
the  amount  of  the  Medicare  payment.  In  this 
case,  the  amount  paid  by  Medicare  shall  be  con- 
sidered in  determining  CHAMPUS  cost-sharing 
under  the  procedure  now  in  effect  with  respect  to 
other  health  plans,  as  outlined  in  OCHAMPUS 
Fact  Sheet  21-1,  dealing  with  CHAMPUS  and 
“other  health  insurance.” 
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Texas  Plans  Satellite 
Health  Education 

A “space  university”  of  health  education,  with 
televised  programs  originating  in  San  Antonio, 
relayed  from  Austin  to  a satellite,  and  then 
beamed  to  hundreds  of  hospitals  in  mid-United 
States,  will  get  under  way  in  early  1976. 

The  project  will  be  conducted  by  The  Univer- 
sity of  Texas  Health  Science  Center  and  School 
of  Nursing  at  San  Antonio.  It  will  use  the  exten- 
sive technical  resources  of  the  Communication 
Center  of  The  University  of  Texas  at  Austin 
with  the  cooperation  and  support  of  all  the  other 
UT  components. 

The  vast  new  venture  is  called  APACHE  (As- 
tral Program  for  the  Advancement  of  Continuing 
Health  Education).  Now  in  the  planning  stages, 
it  will  begin  telecasting  about  January,  1976. 

APACHE  will  be  a part  of  an  educational 
communication  experiments  package  to  be  made 
available  by  the  National  Aeronautics  and  Space 
Administration  (NASA)  through  its  planned 
Communications  Technology  Satellite  (CTS) 
which  will  be  produced  by  the  San  Antonio 
health  science  center  with  aid  from  the  other  UT 
units  for  four  health  professional  groups:  physi- 
cians, dentists,  nurses  and  paraprofessionals  such 
as  pharmacists,  dietitians,  social  workers  and  vari- 
ous types  of  technicians. 

The  project  will  make  continuing  health  educa- 
tion available  to  thousands  of  professionals,  many 
of  whom  live  and  work  in  areas  remote  from  edu- 
cational centers. 

The  San  Antonio  health  science  center,  aided 
by  communications  support  at  UT-Austin,  is  the 
only  institution  awarded  time  on  the  satellite  for 
programming  in  all  forms  of  health  education. 

Said  President  Frank  Harrison,  “The  APACHE 
Project  will  be  the  only  one  of  its  kind  anywhere. 
This  exciting  venture  puts  health  education  into 
the  space  age  and  is  a major  step  toward  reaching 
people  in  otherwise  inaccessible  areas.” 

“The  project,”  he  continued,  “will  direct  further 
national  and  even  international  attention  to  the 
health  science  center  which  has  rapidly  acquired 
a reputation  for  leadership  and  expertise  in  con- 
tinuing health  education.” 

APACHE  was  conceived  and  will  be  imple- 
mented by  Dr.  Paul  Cutler,  professor  of  medi- 
cine and  associate  dean  for  clinical  affairs  at  The 
University  of  Texas  Medical  School  at  San  An- 
tonio (a  component  of  the  health  science  center) 


and  by  Dr.  John  Fryman,  coordinator  of  closed- 
circuit  television  under  the  School  of  Communi- 
cation at  The  University  of  Texas  at  Austin.  Dr. 
Cutler  will  be  responsible  for  programming  con- 
tent while  Dr.  Fryman  will  coordinate  the  tech- 
nical equipment  and  signal  transmission  sector. 

Dr.  Fryman  explained  that  the  videotaped  and 
live  programs  will  be  transmitted  via  microwave 
from  San  Antonio  to  Austin.  Using  electronic 
equipment  at  the  expansive  new  Communication 
Center  on  the  Austin  campus,  programs  will  then 
be  beamed  to  the  satellite  which  will  be  positioned 
over  the  Galapagos  Islands  in  the  South  Pacific. 

The  satellite  will  transmit  the  programs  in 
sound  and  color  to  special  closed-circuit  receivers 
in  a 1.5  million  square  mile  area  roughly  encom- 
passing the  distance  from  east  of  the  Mississippi 
River  into  the  Rocky  Mountains,  and  from  Cana- 
da to  the  Gulf  of  Mexico.  Twenty-two  states  will 
be  included.  “An  important  implication  of  this 
project  is  that  local  sites  will  be  receiving  signals 
directly  from  space,”  Dr.  Fryman  said,  “and  not 
through  an  intermediate  distribution  system  such 
as  community  cable  TV.” 

It  is  foreseen  that  hundreds  of  hospitals,  clin- 
ics and  community  agencies  in  the  area  will  be- 
come receiving  centers  where  groups  of  profes- 
sionals will  gather  to  view  the  programs.  Local 
taping  for  delayed  playback  will  be  possible. 

Physician  Astronaut 
Keynotes  AAP  Meeting 

Dr.  Joseph  L.  Kerwin,  the  first  physician  in 
space,  will  present  the  keynote  address  during  the 
42nd  annual  meeting  of  the  American  Academy 
of  Pediatrics,  Oct.  20-24  in  Chicago. 

The  meeting,  to  be  held  in  the  Palmer  House 
Hotel,  is  expected  to  attract  more  than  4,500  per- 
sons including  pediatric  specialists  from  through- 
out the  western  hemisphere. 

Dr.  Kerwin  was  part  of  the  three-man  crew  of 
Skylab  2,  the  first  manned  Skylab  mission.  He 
and  his  fellow  astronauts  spent  a record-breaking 
28  days  in  space  during  May  and  June  of  this 
year. 

Dr.  Kerwin’s  work  with  the  National  Aeronau- 
tics and  Space  Administration  dates  back  to  1965 
when  he  was  selected  as  a scientist-astronaut. 

A native  of  Oak  Park,  111.,  Dr.  Kerwin  received 
his  M.D.  degree  from  Northwestern  University 
Medical  School  in  1957.  He  completed  his  intern- 
ship at  D.  C.  General  Hospital  in  Washington, 
D.  C.,  and  subsequently  attended  the  U.  S.  Navy 
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Management  of  Acute  Dissecting 

Hematoma  of  Aorta 

ERNESTO  CHING,  M.D.,  JAMES  D.  HARDY,  M.D.,  and 

AKIO  SUZUKI,  M.D. 
Jackson,  Mississippi 


Acute  dissecting  hematoma  of  the  aorta  is  due 
to  degenerative  disease  of  the  tunica  media  of  the 
aorta,  e.g.:  cystic  medionecrosis,  Marfan’s  syn- 
drome, etc.;  but  occasionally  may  be  athero- 
sclerotic. Depending  on  the  anatomic  extent  of 
dissection,  three  types  of  dissecting  hematoma  are 
described: 

Type  I — Cases  where  dissection  extends  from 
ascending  aorta  into  the  arch  and  beyond,  60-70 
per  cent  of  all  cases. 

Type  II — Cases  where  the  lesion  is  limited  to 
ascending  aorta.  This  small  group  typically  has 
Marfan’s  syndrome. 

Type  III — Cases  where  dissection  begins  distal 
to  the  arch  vessels  and  in  which  an  intimal  tear 
is  found  in  the  proximal  descending  aorta,  20-30 
per  cent  of  all  cases. 

The  sudden  onset  of  excruciating  chest  pain 
that  radiates  to  the  back  and  reaches  its  peak  in- 
tensity is  a classical  symptom  of  dissecting  hema- 
toma of  the  thoracic  aorta.  Another  20-40  per 
cent  of  patients  may  present  with  neurologic 
symptoms  and  signs;  others  where  pain  is  com- 
pletely absent  (less  than  10  per  cent  of  cases) 
are  most  commonly  associated  with  Marfan’s  syn- 
drome and  ascending  aortic  dissection.  Type  II. 
Hypertension  occurs  in  80  per  cent  of  patients 
when  first  seen  in  the  Emergency  Room  and 
should  alert  one  to  suspect  the  presence  of  such 
a malady.  Between  20-30  per  cent  of  these  pa- 


From  the  Department  of  Surgery.  University  of  Mis- 
sissippi School  of  Medicine,  Jackson,  Miss. 


tients  may  present  with  aortic  regurgitation  mur- 
mur resulting  from  detachment  of  aortic  valve 
cusp  and  infrequently  one  encounters  a friction 
rub  of  pericarditis  type  secondary  to  blood  leaking 


Acute  dissecting  hematoma  of  the  aorta 
is  due  to  degenerative  disease  of  the  tunica 
media  of  the  aorta,  e.g.:  cystic  medione- 
crosis, Marfan’s  syndrome  or  atherosclerosis. 
The  authors  describe  three  types  of  dissect- 
ing hematoma  and  emphasize  the  importance 
of  suspecting  the  lesion,  instituting  appropri- 
ate supportive  measures  and  transferring  the 
patient  safely  to  a medical  center  where 
surgical  correction  could  be  carried  out. 


into  the  pericardial  sac.  A widened  mediastinum 
on  plain  chest  x-ray  or  left  pleural  effusion  is  fre- 
quently seen  on  initial  examination.  Nevertheless, 
a normal  chest  x-ray  with  normal  EKG  is  not  fre- 
quently seen,  but  this  does  not  rule  out  dissecting 
hematoma.  When  a dissecting  hematoma  is  sus- 
pected by  the  attending  physician  of  a commu- 
nity hospital  who  does  not  have  the  facilities  to 
handle  this  condition,  he  should  immediately  con- 
tact a medical  center  and  arrange  for  transfer  of 
such  patient,  either  by  ambulance  or  helicopter 
or  other  means  which  serve  the  patient  best.  The 
natural  history  of  dissecting  hematoma  is  such 
that  the  mortality  of  those  who  are  untreated  is: 
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Dissecting  Hematoma  / Ching  et  al 

20  per  cent  will  die  in  24  hours,  60  per  cent  in 
two  weeks,  and  90  per  cent  in  three  months  time. 

The  aim  of  the  community  hospital  attending 
physician  is  to  stabilize  the  patient’s  condition  and 
transfer  him  to  centers  where  help  and  definitive 
treatment  could  be  carried  out.  The  following  are 
steps  to  be  taken: 

1.  Shock — If  evidence  of  bleeding  with  hypo- 
volemic shock  is  present,  compatible  blood  and/ 
or  plasma  should  be  given.  This  encompasses  all 
the  features  of  how  to  treat  hypovolemic  shock 
and  will  not  be  expanded  here.  Needless  to  say, 
a couple  of  large  bore  plastic  catheters  should 
be  inserted  in  peripheral  veins,  ideally  with  central 
venous  pressure  monitoring. 

2.  Heart  failure — Rapid  digitalization  is  indi- 
cated if  this  feature  is  present,  preferably  with 
intravenous  Digoxin. 

3.  Relief  of  pain  and  anxiety — Use  of  mor- 
phine sulfate  in  small  doses,  2-4  mg,  intravenous, 
frequently  alternating  with  a tranquilizer  such  as 
valium  is  most  appropriate. 

4.  Therapy  of  hypertension — As  stated  earlier, 
hypertension  occurs  in  80  per  cent  of  all  patients 
presenting  with  dissecting  hematoma.  Wheat’s  pro- 
gram of  hypotension  therapy  should  be  instituted 
if  significant  hypertension  is  present.  This  medical 
program  is  aimed  at  producing  a negative  ino- 
tropic effect  via  the  use  of  a combination  of 
drugs,  namely,  reserpine,  propanolol,  trimetha- 
phane  and  guanethidine.  A flatter  pulse  wave 
(lower  Dp/Dt)  may  be  accomplished  with  the 
above  mentioned  therapy  and  thus  discourage  fur- 
ther dissection.  To  obtain  the  above  desired  effect, 
an  indwelling  arterial  line  for  continuous  arterial 
blood  pressure  monitoring  is  mandatory.  The 
systolic  blood  pressure  is  kept  between  100-120 
mm  mercury  and  a continuous  urine  volume  of 


more  than  30  cc  per  hour  should  be  obtained. 
Once  the  patient  is  stabilized,  he  may  be  trans- 
ferred to  a medical  center  where  diagnostic  work- 
up, including  aortography,  is  performed. 

Acute  dissecting  hematoma  is  a surgical  emer- 
gency; vigorous  medical  supporting  therapy  is  a 
temporary  measure  to  buy  time  until  definite  sur- 
gical therapy  could  be  carried  out  safely  in  six  to 
eight  weeks  under  optimal  conditions.  Our  present 
indications  for  immediate  surgical  correction  of 
aorta  dissecting  hematoma  are: 

1.  Involvement  of  major  aortic  branch 

2.  Pressure  of  saccular  component  to  the 
aneurysm 

3.  Massive  aortic  regurgitation 

4.  Blood  in  pleural  spaces 

5.  Uncontrolled  shock  and  hypotension 

6.  Progressive  dissection  despite  hypotension 
therapy 

In  conclusion,  the  most  important  message  to 
remember  in  dissecting  hematoma  is  suspicion  of 
its  presence  and  once  suspected,  appropriate  sup- 
portive measures  instituted  and  transfer  of  patient 
safely  to  a medical  center  where  surgical  correc- 
tion could  be  carried  out  effectively.  *★* 
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Fluoridation:  Scientific,  Economic, 

and  Medicolegal  Aspects 

J.  DANIEL  MITCHELL,  M.D. 

Jackson,  Mississippi 


It  has  been  scientifically  established  that 
fluoridation  of  public  water  supplies  is  highly 
beneficial  in  preventing  dental  caries,  particularly 
in  children  among  whom  such  prevention  is  vitally 
needed.  Fluoridation  also  benefits  adults,  but 
more  importantly,  as  children  who  have  had  the 
benefits  of  fluoridated  water  become  adults,  they 
retain  the  benefits.  Thus,  there  is  the  ideal  poten- 
tial that  the  entire  population  can  be  protected 
for  life. 

Dozens  of  valid  and  accepted  studies  demon- 
strate that  fluoridated  water  reduces  the  DMF 
(decayed,  missing,  and  filled  teeth)  by  a rate  of 
60  per  cent.  This  is  the  experience  in  Mississippi. 

Fluoride  is  fluorine  and  another  element  in  a 
binary  compound.  It  occurs  naturally  in  upper 
geologic  mineral  layers  of  the  earth,  frequently 
providing  a natural  source  of  fluoridated  water. 
It  is  extracted  commercially  for  processing  and 
use,  largely  for  health  purposes. 

So  fluoridation  of  water  supplies  is  nothing  new. 
Hundreds  of  millions  have  drunk  such  water  for 
hundreds  of  years,  and  addition  of  fluorides  has 
been  an  established  health  practice  for  over  30 
years.  The  adjustment  necessary  to  benefit  in 
dental  health  is  to  achieve  one  part  of  fluoride 
to  one  million  parts  of  water  (1:1,000.000).  This 
is  about  one  drop  for  13  gallons. 

Before  considering  the  health  benefits,  it  is 
appropriate  to  say  what  fluoridation  is  not  as  well 
as  what  it  is: 

— It  has  absolutely  no  effect,  adverse  or  other- 
wise, on  industrial  processes. 

— It  is  in  no  way,  absolutely  no  way,  harmful 
to  home  and  industrial  plumbing  systems  or  to 
city  water  plants  and  distribution  systems.  Dozens 
of  engineering  studies  and  surveys  and  inspections 
prove  this. 

— It  does  not  in  any  way  affect  the  taste,  color, 
or  odor  of  water. 


Chairman,  Central  Mississippi  Health  Planning  Council. 
Adapted  from  a study  commissioned  by  the  City  of 
Jackson. 


On  a cost-benefit  basis,  fluoridation  is  one  of 
the  few  real  bargains  left.  In  Mississippi,  a mu- 
nicipality can  maintain  a complete  fluoridation 
program  for  a dime  a citizen  a year  or  less.  Con- 
sidering a 60  per  cent  reduction  in  decayed, 
missing,  or  filled  teeth  in  return  for  such  an 
inconsequential  expenditure,  cost  cannot  ration- 
ally be  a factor  in  any  discussion  of  fluoridation. 


Fluoridation  of  public  water  supplies,  long 
supported  by  the  responsible  scientific  com- 
munity, is  beneficial,  economical,  and  legal. 
The  two-decade  old  program  in  Mississippi 
has  demonstrated  major  benefit  in  prevention 
to  a substantial  extent  of  the  most  prevalent 
disease  of  childhood,  carious  teeth. 

For  the  first  time  in  the  literature,  the 
author,  who  presided  over  a major  study  of 
fluoridation  commissioned  by  the  City  Coun- 
cil of  Jackson,  Mississippi,  simultaneously 
examines  the  scientific,  economic,  and  medi- 
colegal aspects  of  this  formerly  controversial 
but  now  accepted  preventive  practice. 


These  studies  included  examination  of  data  re- 
searched on  242  Mississippi  communities  among 
which  fluorides  occur  naturally  in  157,  a natural 
occurrence  of  64.88  per  cent.  It  is  true  that  the 
amount  of  fluorides  occurring  naturally  usually 
does  not  measure  up  to  the  recommended  level  of 
1 ppm,  they  are  nonetheless  beneficial.  The  ppm 
range  held  beneficial  by  the  dental  profession,  and 
concurred  in  by  the  medical  profession,  is  from 
0.8  ppm  to  1.2  ppm. 

Forty  municipalities  in  Mississippi  have  insti- 
tuted water  fluoridation  programs,  including  Jack- 
son.  Each  is  benefitting  substantially  from  these 
programs  in  improved  dental  health. 

Columbus  was  a pioneer  in  initiating  a water 
fluoridation  program,  beginning  in  August  1951. 
In  1965,  dental  scientists  made  studies  of  the 
Columbus  experience  and  made  comparisons 
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against  then-unfluoridated  cities  which  were 
Greenwood,  Hattiesburg,  Jackson,  Natchez,  and 
Vicksburg.  These  studies  have  been  published 
by  Aaron  Trubman,  D.D.S.,  director  of 

the  Division  of  Public  Health  Dentistry,  State 
Board  of  Health.  Dr.  Trubman’s  research  has 
been  confirmed  and  widely  concurred  in  by  the 
scientific  community.  The  beneficial  results  were 
determined  by  actual  examination  of  8,069  chil- 
dren in  the  six  cities  by  dentists  and  dental  hy- 
gienists using  mouth  mirrors  and  sharp  explorers. 
All  teeth  in  every  child  were  examined,  and 
results  were  individually  recorded  for  subsequent 
tabulation. 

To  assure  validity  beyond  question,  the  exam- 
ining professionals  counted  as  caries  only  obvious 
carious  lesions.  In  less  scientific  terms,  these  are 
cavities  needing  to  be  drilled  and  filled  or,  in 
some  instances,  causing  the  loss  of  the  tooth. 

This  extensive,  diligent  individual  professional 
examination  assured  validity,  because  it  is  suffi- 
ciently large  to  rule  out  chance  of  distortion  of 
the  true  effect  of  fluoridation  and  nonfluoridation. 
The  data  are  presented  in  Table  I. 


TABLE  I 

EXAMINATIONS  FOR  CARIES 


Age 

5 Nonfluoride  Cities 

Columbus 

6 

1,287 

108 

7 . 

. 1,311 

133 

8 

. 1,259 

119 

9 

. 1,297 

91 

10 

. 1,182 

100 

11 

1,130 

52 

Total  all  ages 

7,466 

603 

The  researchers  and  investigators  expressed 
their  findings  in  DMF  rates,  and  it  should  be 
remembered  that  nothing  can  help  a missing  tooth 
and  that  a filled  tooth  derives  less  benefit  from 
fluoride  than  a healthy,  unfilled  tooth.  The  Colum- 
bus children,  on  an  age-to-age  comparison,  had 
DMF  rates  46.5  to  60.4  per  cent  lower  than  the 
children  in  the  then  five  non-fluoridated  cities. 

In  addition  to  the  significantly  lower  prevalence 
of  dental  caries  in  permanent  teeth  of  the  Colum- 
bus children,  the  percentage  of  them  affected  by 
the  disease  of  carious  teeth  also  ranged  lower 
by  26.2  to  50.8  per  cent  than  the  children  in  the 
then  five  nonfluoridated  cities. 


The  DMF  rates  expressed  in  Table  II  are  the 
number  of  DMF  teeth  per  child  actually  found  at 
examination. 

TABLE  II 
DMF  RATES 

DMF  Rate  in 

Nonfluoride  Columbus 


Age  Five  Cities  dm f rate  per  cent  lower 


6 . 0.53  0.21  60.4 

7 1.27  0.53  58.3 

8 2.11  1.01  52.1 

9 2.53  1.27  49.8 

10  3.25  1.74  46.5 

11  3.91  1.85  52.7 


The  comparison  of  experience  after  1 1 years  in 
Columbus  with  children  of  the  same  age  groups 
in  five  then-nonfluoridated  cities  confirms  the 
benefits  of  the  program.  Further,  research  re- 
ports published  nationally  tend  to  confirm  that 
where  children  have  the  benefit  of  fluoridated 
water  from  very  early  childhood,  the  incidence  of 
malocclusion  is  greatly  reduced  in  comparison  to 
nonfluoridated  areas.  It  is  believed  that  this  fur- 
ther dental  health  benefit  results  from  prolonga- 
tion of  the  life  of  deciduous  teeth  and  the  first 
permanent  molars. 

Other  benefits  of  fluoridation  are  obvious: 

— A great  reduction  in  loss  of  teeth. 

— A great  reduction  of  pain  and  the  pain  of 
treatment. 

— A great  reduction  in  the  cost  of  dental  care. 

— A greater  awareness  by  the  public  that  pre- 
vention is  a major  facet  of  dental  science  strongly 
supported  by  medical  science. 

Tooth  decay  is  the  most  prevalent  disease  of 
childhood,  and  previous  investigations  demon- 
strate that  by  or  before  reaching  the  teen  years, 
90  per  cent  of  our  children  have  been  affected 
by  carious  teeth.  The  ravages  of  the  disease  are 
not  to  be  dismissed  lightly,  because  it  frequently 
becomes  the  underlying  and  proximal  factor  to 
serious  dental  disease  in  adulthood  and  not  al- 
together infrequently,  in  other,  nondental  disease. 

It  is  apparent  that  fluoridation  of  public  water 
supplies  does  not  and  cannot  eliminate  dental 
caries,  but  the  benefits  of  fluoridation  can  reduce 
it  by  half.  It  does  not  and  cannot  replace  con- 
scientious application  of  personal  dental  hygiene: 
We  must  use  brushing  and  a safe,  suitable  denti- 
frice, preferably  after  each  meal  or  eating.  It  does 
not,  cannot,  and  must  not  be  conceived  as  dimin- 
ishing the  need  for  regular  professional  dental 
care. 
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A few  vociferous  individuals  oppose  fluorida- 
tion of  water  supplies  with  a fervor  difficult  to 
describe.  Some  are  no  doubt  sincere,  some  pro- 
ceed on  ideological  bases  substantially  differing 
from  those  of  a vast  majority  of  their  fellow  men, 
and  most  are  patently  misinformed.  None  can 
make  a case  against  fluoridation  on  a scientific 
basis. 

A few  argue  that  fluoridation  adversely  affects 
bones  in  the  human  body.  All  bones  contain 
fluorides,  and  the  body  provides  physiologic  mech- 
anisms for  keeping  systemic  fluorides  in  balance. 
Of  course,  toxic  amounts  ingested  can  be  harm- 
ful, something  which  is  true  of  virtually  any  ele- 
ment or  substance.  For  example,  it  is  necessary  to 
drink  120  quarts  of  fluoridated  water  at  one  sit- 
ting to  produce  nausea,  a temporary  discomfort 
which  we  will  not  likely  be  called  to  treat.  Modern 
water  plant  equipment  makes  accidental  or  even 
intentional  overdosing  of  our  supplies  with  fluo- 
rides impossible. 

Reporting  in  Pediatrics,  Schlesinger  said  that 
“There  have  been  no  well-documented  reports 
on  nondental  effects  from  water  containing  even 
several  times  the  concentration  of  fluoride  recom- 
mended for  prevention  of  dental  caries.  The  10- 
year  study  of  comparable  children  in  Newburgh 
and  Kingston,  N.  Y.,  failed  to  show  any  nondental 
differences  that  could  be  ascribed  even  remotely 
to  the  ingestion  of  fluoridated  water.” 

He  also  reported  that  “no  roentgenographic 
changes  have  been  found  in  the  bones  of  adults 
up  to  78  years  of  age  who  have  been  using  water 
containing  between  1.2  and  3.0  ppm  of  fluoride 
over  extended  periods  of  time.” 

In  Bartlett,  Texas,  where  naturally  occurring 
fluorides  are  an  astonishing  8.0  ppm  in  the  water, 
a comparison  of  37  years  of  experience  against 
adults  drinking  natural  fluorides  in  nearby  Came- 
ron with  0.4  ppm  showed  no  significant  differ- 
ences in  diseases  or  rates  of  diseases  between  the 
two  adult  groups  in  nearly  four  decades.  Overall 
in  documented  mortality,  careful  comparison, 
even  on  age-adjusted  bases,  shows  no  differences 
in  death  rates  from  heart  disease,  cancer,  nephritis, 
diabetes,  and  cirrhosis  among  cities  having  widely 
varying  levels  of  fluorides — or  no  fluorides — in 
water. 

So  it  is  known,  documented,  and  scientifically 
accepted  that  in  dozens  of  communities  involving 
millions  of  individuals  compared  with  fluoridated 
and  nonfluoridated  water  supplies: 

— There  is  no  difference  in  death  rates  among 
older  individuals. 

— The  incidence  of  various  illnesses  is  unaf- 
fected. 

— And  the  only  difference  is  a significant  re- 
duction in  dental  decay  where  fluorides  are  used. 


A very  few  militant  individuals  contend  that 
fluoridation  is  “mass  involuntary  medication,  in- 
vasion of  privacy,  denial  of  liberties,  and  even  a 
violation  of  the  Constitution  of  the  United  States,” 
although  none  apparent  in  this  research  and  that 
reviewed  could  be  considered  Constitutional  au- 
thorities. 

In  the  first  place,  fluorides  are  not  medication, 
for  the  simple  reason  that  fluorides  are  not  being 
used  to  treat  diseased  teeth.  Fluorides  are  neces- 
sary dental  nutrients  which  render  teeth  more 
resistant  to  decay.  The  same  militants  are  silent 
on  other  chemicals  used  to  make  our  public 
water  supplies  safe  for  ingestion,  and  few  limit 
their  diets  to  organic  purity,  for  our  foods  contain 
a wide  variety  of  additives,  carefully  controlled 
under  federal  statute  and  FDA  inspection  and 
regulation. 

Historically,  society  has  reserved  the  right, 
through  the  orderly  process  of  law,  to  protect 
itself  from  dangers  to  life  and  health.  Immuniza- 
tion against  disease,  isolation  of  certain  diseases, 
minimum  health  and  sanitation  requirements,  and 
an  endless  array  of  such  measures  date  back  to 
the  birth  of  the  Republic. 

In  Jacobson  v.  Massachusetts,  the  United  States 
Supreme  Court  held  that  “the  liberty  secured  by 
the  Constitution  of  the  United  States  to  every 
person  within  its  jurisdiction  does  not  import  an 
absolute  right  in  each  person  to  be,  at  all  times 
and  in  all  circumstances,  wholly  freed  from  re- 
straint. . . .”  This  was  held  in  a case  claiming 
that  a compulsory  vaccination  statute  was  un- 
reasonable, and  the  statute  was  upheld. 

Recognition  of  community  health  as  a proper 
subject  for  the  exercise  of  the  police  power  was 
upheld  by  the  Louisiana  State  Supreme  Court  in 
Chapman  v.  City  of  Shreveport,  stating  that  the 
“health  of  the  children  of  a community  is  of  vital 
interest  and  of  great  importance  to  all  of  the 
inhabitants  of  the  community.  Their  health  and 
physical  well-being  is  of  great  concern  to  all  of 
the  people,  and  any  legislation  with  regard  to 
retard  or  reduce  disease  in  their  midst  cannot 
and  should  not  be  opposed  on  the  ground  that  it 
has  no  reasonable  relation  to  the  general  health 
and  welfare.” 

The  plaintiffs,  bringing  the  suit  against  a com- 
pulsory health  law,  had  their  appeal  dismissed 
by  the  Supreme  Court  of  the  United  States,  case 
same  styled. 

In  Dowell  v.  City  of  Tulsa,  the  court  took 
judicial  notice  of  the  fact  that  the  health  of  teeth 
bears  a direct  relationship  to  general  physical 
health. 

In  a suit  against  fluoridation,  Kraus  v.  City  of 
Cleveland,  the  court  held  that  whether  a par- 
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ticular  disease  presents  a problem  of  public  or 
private  health  does  not  turn  on  whether  it  affects 
a few  or  many  or  whether  it  is  contagious,  but 
rather  on  the  ability  of  the  public  authority  to 
effectively  cope  with  it.  The  city  and  the  fluorida- 
tion program  were  upheld,  and  the  plaintiffs  were 
denied  appeal  by  the  Supreme  Court  of  the  United 
States,  case  same  styled.  The  appellate  court,  in 
upholding  fluoridation,  said: 

Under  our  modern  existence,  the  law  must 
change  and  expand  with  mechanical  and 
scientific  progress.  What  did  not  concern 
public  health  yesterday,  because  of  an  in- 
ability of  science  to  cope  with  the  problem 
at  hand,  may  very  well  become  a matter  of 
public  health  due  to  scientific  achievement 
and  progress.  The  use  of  fluoridation  to  pre- 
vent dental  caries  is  an  excellent  example  of 
this  proposition.  Science  has  discovered  a 
method  whereby  dental  caries  may  be  dimin- 
ished. The  prevalence  and  danger  of  such 
caries  are  well  known  and  the  only  prac- 
ticable application  of  such  scientific  knowl- 
edge is  by  treating  drinking  water  with  fluo- 
ride. Thus  the  problem  of  dental  caries  has 
of  necessity  become  one  of  public  health. 

From  the  legal  viewpoint,  it  is  sufficient  to  state 
that  legal  precedent  is  ample,  consistent,  and 
widely  applied.  The  Supreme  Court  of  the  United 
States  has  neither  addressed  itself  to  fluoridation 
nor  has  it  granted  review  to  suits  in  opposition 
to  it. 

In  addition  to  the  U.  S.  Supreme  Court  refus- 
ing review  of  fluoridation  cases  on  four  occasions, 
state  supreme  courts  in  seven  jurisdictions  have 
upheld  it.  Appellate  decisions  are  too  numerous 
to  list  in  support  of  this  preventive  measure,  and 
the  legal  literature  is  replete  with  such  precedents. 

As  recently  as  the  1950’s,  conservative  scien- 
tists of  high  competence  and  repute  reserved 
judgment  on  the  benefits  of  fluoridation.  Such 
reservations  have  evaporated  in  the  face  of  scien- 
tific validation.  About  the  only  opposition  remain- 
ing appears  to  repose  on  tenuous  ideological  and 
emotional  grounds,  and  such  opponents  almost 
invariably  generate  more  heat  than  light  in  their 
militancy. 

One  such  argument  is  that  fluorides  mottle 
teeth,  producing  an  undesirable  cosmetic  effect. 
It  has  been  demonstrated  that  even  mild  mottling 
may  not  be  conclusively  imputed  to  use  of  fluo- 
ridated water  with  the  recommended  content  range 
of  0.8  to  1.2  ppm. 

In  their  joint  study  of  the  effect  of  fluoridated 


water  for  10  years  in  Grand  Rapids-Muskegon, 
Michigan,  published  in  Public  Health  Reports, 
Arnold  (director  of  the  National  Institute  of  Den- 
tal Research),  Dean  (secretary  of  the  Council 
on  Dental  Research,  American  Dental  Associa- 
tion), Jay  (professor  of  dentistry,  University  of 
Michigan  School  of  Dentistry),  and  Knutson 
(Chief  Dental  Officer  of  the  U.  S.  Public  Health 
Service)  clearly  and  candidly  stated  that  there  is 
“no  undesirable  cosmetic  effect  from  dental  fluo- 
rosis from  use  of  fluoridated  water.” 

Even  after  10  years  of  use  in  the  Grand  Rapids- 
Muskegon  area,  the  statistically  insignificant  and 
mild  fluorosis  found  to  occur  did  not  affect  the 
anterior  teeth  and  produced  no  undesirable  cos- 
metic result  of  any  significance  in  the  posterior 
teeth. 

Schlesinger  states  that  “no  disfiguring  mottled 
enamel  has  been  found  in  any  children  in  the 
long-term  studies,  and  the  groups  examined  un- 
doubtedly included  children  with  extremes  in  wa- 
ter intake.” 

He  continues,  demonstrating  the  validity  of  the 
finding  even  further,  stating  that  “the  allegation 
that  discoloration  of  teeth  of  children  drinking 
fluoridated  water  appears  with  advancing  age  is 
also  without  foundation.  In  moderate  and  severe 
dental  fluorosis,  there  are  breaks  in  the  continuity 
of  the  enamel  and  it  is  in  these  breaks  that  dis- 
figuring stains  develop.  Such  breaks  are  not  found 
in  the  questionable  to  mild  stages  in  dental  fluo- 
rosis present  in  a small  proportion  of  children 
receiving  fluoridated  water.  No  disfiguring  fluo- 
rosis was  found  among  these  children,  nor  is  there 
any  likelihood  of  discoloration  developing  later  in 
life  in  the  presence  of  unbroken  surfaces  of 
enamel.” 

Frequently,  a majority  of  the  handful  of  oppo- 
sition militants  to  fluoridation  argue  that  alternate 
methods  of  securing  its  benefits  are  available  with- 
out “infringement  upon  personal  liberties,”  despite 
the  U.  S.  Supreme  Court  having  laid  this  flimsy 
premise  to  rest  seven  decades  ago.  Among  these 
are: 

— Why  not  fluoridate  home  water  systems  on  a 
voluntary  basis? 

Great,  but  we  might  just  as  well  build  our  own 
residential,  private  hospitals  as  far  as  the  eco- 
nomics go.  Nor  would  such  be  a safe  procedure, 
either,  for  modern  water  plants,  engineering  tech- 
niques, careful  controls  conducted  by  public  health 
authorities  would  be  missing.  It  is  neither  practical 
nor  economical. 

— Why  not  take  fluoride  tablets? 

The  first  reason  is  a good  one:  It  would  cost 
about  $3  per  family  member  per  month.  Of 
equal  importance,  the  dosage  would  have  to  be 
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custom  tailored  to  the  individual  to  attain  adjust- 
ment to  the  fluoride  content  naturally  occurring  in 
local  water  supplies.  Low  income,  disadvantaged 
families,  greatly  in  need  of  these  benefits,  would 
be  denied  them.  And  getting  people  to  take  long- 
term dosage  forms,  even  medicines,  is  notably 
unsuccessful.  Maintenance  of  penicillin  prophy- 
laxis in  children  with  rheumatic  heart  fever  over 
a long  period  is  difficult  with  devoted  parents 
sometimes  failing  this  task. 

— Why  not  add  fluorides  to  milk? 

Two  of  the  best  reasons  in  the  world:  Dairies 
could  not  possibly  add  the  correct  amounts  for 
proper  adjustment  of  fluoride  content  to  comple- 
ment local  water  supplies  and  market  and  dis- 
tribute such  milk  economically.  The  cost  would 
be  astronomical,  and  relatively  few  children  could 
have  such  benefit.  Second,  many  children  drink 
little  or  no  milk.  On  the  other  hand,  consumption 
of  water  is  fairly  uniform,  and  it  is  available  to  all 
in  the  community. 

— What  about  fluoridated  toothpaste? 

Hey,  daddy,  no  cavities!  It  looks  good  on  tele- 
vision, but  the  cold  scientific  facts  are  that  fluo- 
ridated dentifrice  is  little  more  than  a topical  ap- 
plication, and  topical  methods,  as  recognized  by 
cognizant  dental  authorities,  are  far  less  effective  in 
prevention  of  caries  than  protection  in  water  sup- 
plies which  are  literally  built  in  for  life. 

Support  of  fluoridation  of  water  supplies  by 
the  scientific,  civic,  and  governmental  communities 
is  virtually  universal.  A partial  listing  of  endorsing 
agencies,  entities,  and  organizations  include: 

American  Academy  of  Pediatrics 

American  Association  for  the  Advancement 
of  Science 

American  Association  of  Public  Health 
Dentists 

American  Cancer  Society 

American  Dental  Association 

American  Hospital  Association 

American  Legion 

American  Medical  Association 


American  Nurses  Association 
American  Pharmaceutical  Association 
American  Public  Health  Association 
American  Society  of  Dentistry  for  Children 
American  Waterworks  Association 
Association  of  State  and  Territorial  Dental 
Directors 

Association  of  State  and  Territorial  Health 
Officers 

College  of  American  Pathologists 

Commission  on  Chronic  Illness 

Mississippi  Dental  Association 

Mississippi  State  Board  of  Health 

Mississippi  State  Medical  Association 

Mississippi  Public  Health  Association 

National  Congress  of  Parents  and  Teachers 

National  Junior  Chamber  of  Commerce 

National  Research  Council 

United  States  Air  Force 

United  States  Army 

United  States  Navy 

United  States  Public  Health  Service 

Research  and  preparation  of  this  study  speaks 
for  the  position  of  the  Central  Mississippi  Health 
Planning  Council.  In  all  cases,  the  Mississippi 
affiliates,  chapters,  and  constituents  of  the  national 
agencies  and  organizations  listed  have  also  en- 
dorsed fluoridation  of  water  supplies.  *** 

4613  Clinton  Blvd.  (39209) 
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Political  speaker:  There  are  100  jails  in  this  state  and  I m 
proud  to  say  that  no  member  of  my  family  has  ever  been  in  one 
of  them. 

Voice  from  the  rear:  Which  one  is  that? 
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Acupuncture  is  a traditional  therapy  used  in 
the  Orient  to  treat  disorders  of  internal  viscera 
through  stimulation  of  the  body  surfaces  by 
needles.  It  is  described  in  the  Yellow  Emperor’s 
Classic  of  Internal  Medicine  written  in  China 
about  500  B.C.6 

It  was  known  to  the  Chinese  physicians  of  that 
era  that  patients  with  disorders  of  internal  viscera 
complained  of  pain  not  only  over  or  in  the  vicinity 
of  the  diseased  viscera  but  also  at  some  distant 
areas  of  the  body  or  extremities.  When  these  areas 
were  gently  massaged,  the  pain  in  the  diseased 
viscera  was  said  to  have  been  alleviated  or  dis- 
appeared completely.  Based  on  these  observations, 
they  mapped  out  points  of  dermal  projection  of 
internal  viscera  on  the  surfaces  of  the  body  and 
extremities.  These  points  were  utilized  first  in 
massage  long  before  the  development  of  acu- 
puncture therapy.7,  9 

The  special  form  of  ancient  Chinese  massage, 
the  utilization  of  points  of  dermal  projection  of 
internal  viscera,  was  later  greatly  refined  when 
needles  were  introduced  as  a source  of  specific 
stimuli.  When  varying  amounts  of  needle  stimula- 
tion were  applied  to  the  points  of  dermal  projec- 
tion of  internal  viscera  on  the  body  or  extremi- 
ties, varieties  of  therapeutic  effects  were  observed 
depending  upon  the  intensity  and  location  of  the 
stimuli.  These  observations  were  documented  and 
organized  in  order  to  establish  the  therapeutic 
basis  of  acupuncture.  Angiology  and  osteology 
were  simultaneously  cultivated  as  a topographical 
aid  for  the  localization  of  acupuncture  points.8 


From  Department  of  Pathology,  Bowman  Gray  School 
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N.  C.,  and  Toyo  Shinkyu  Senmon  Gakko  (previously 
known  as  Takushoku  University  School  of  Oriental 
Medicine),  Tokyo,  Japan. 


The  therapeutic  value  of  acupuncture  has  been 
recognized  beyond  question  in  the  Orient  for  more 
than  3,000  years,  but  has  not  been  well  known 
in  the  Western  hemisphere  until  recently.  During 
the  past  30  years,  a number  of  textbooks  on  acu- 
puncture have  been  translated  into  major  Euro- 
pean languages.11  17  The  results  of  clinical  trials 
have  been  documented,  and  further  research  is  in 
progress  in  many  hospitals  and  medical  centers 
in  France,  Germany,  Great  Britain,  Italy, 
Switzerland,  Poland,  Czechoslovakia,  and  the 
U.S.S.R.1825  In  France,  acupuncture  is  now  being 
taught  within  the  curriculum  of  the  teaching  hos- 
pitals.20 In  Russia,  after  the  completion  of  basic 
research,  acupuncture  is  going  to  be  a part  of 
medical  practice.21  In  America,  recent  reports  by 
Veith11  and  Dimond101  have  generated  widespread 
interest  among  physicians. 

During  the  past  3,000  years,  countless  cases  of 
various  diseases  have  been  treated  by  acupunc- 
ture in  China,  Japan,  Korea,  and  many  other 
countries  in  Asia.  Some  of  these  cases  are  on 
record  and  available  for  review.  More  recently 
documented  cases  and  data  from  laboratory  in- 
vestigation have  also  been  published  in  many 
medical  journals  in  Europe. 

In  summary,  various  medical  diseases,  often 
considered  to  be  diseases  of  neuro-vegetative  and 
endocrine  disorders,  such  as  essential  hyperten- 
sion, Cushing’s  Syndrome  (bilateral  adrenal  hy- 
perplasia), dysfunctional  uterine  bleeding,  dia- 
betes mellitus,  rheumatism,  idiopathic  neuralgia 
(trigeminal  neuralgia,  intercostal  neuralgia,  lum- 
bosacral root  syndrome),  vasomotor  rhinitis,  glau- 
coma, peptic  ulcer,  spastic  colon,  asthma,  and 
various  dermatoses  are  treated  with  good  to  ex- 
cellent results.9,  26'43  Acupuncture  for  anesthesia 
and  treatment  of  psychoneurosis  and  enuresis  is 
also  reported  with  favorable  results.44'54,  101 
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Acute  infectious  diseases,  such  as  tonsillitis, 
otitis  media,  malaria,  upper  respiratory  infection, 
gastro-enteritis,  appendicitis,  food  poisoning, 
peritonitis,  nephritis,  and  hepatitis  are  also  treated 
with  good  results.9-33-34-53-64  Chronic  organic 
diseases  are  more  resistant  to  treatment,  usually 
requiring  longer  periods  of  time  ranging  from 
several  months  to  several  years,  depending  upon 
the  degree  of  chronicity  and  preexisting  structural 
damage,  and  often  the  cure  is  incom- 
plete.10- 41- 5C-  65  Malignant  neoplasms  are  resistent 
to  acupuncture  therapy,  although  relief  of  pain 
or  enhancement  of  general  well-being  is  often 
obtainable.  Acute  surgical  diseases,  such  as  per- 
forated viscus,  are,  needless  to  say,  contraindica- 
tions to  the  acupuncture  therapy. 

In  the  traditional  Oriental  medicine,  the  skin 
and  internal  organs  are  considered  to  be  very 
closely  interrelated.  Clinicians  have  long  realized 
that  the  surface  of  the  body  exhibits  numerous 
rather  well  defined  reflex  zones  to  which  the 
viscera  refer  their  expression  of  dysfunction  or 
pathology  and  from  which  visceral  malfunction 
may  be  realized.  It  is  important  to  indicate  that 
the  acupuncture  points  correspond  very  well  with 
Head's  areas  of  referred  pains.  According  to 
Head's  postulate,  the  cutaneous  pain  felt  in  vis- 
ceral disease  is  located  in  the  areas  where  sensory 
nerves  enter  the  spinal  cord  at  the  same  segments 
which  supply  nerves  to  the  viscera  concerned. 
Therefore,  it  is  not  unreasonable  to  postulate  that 
the  cutaneous  stimulation  by  needles  is  also  trans- 
mitted to  the  internal  viscera  through  similar 
pathways.  Evidence  to  support  this  postulate  is 
submitted  by  Kuo  and  his  associates  in  their 
studies  of  the  bladder  function  in  response  to 
acupuncture.66  Using  a manometric  apparatus, 
they  have  shown  changes  in  the  intravesical  pres- 
sure of  the  urinary  bladder  after  acupuncture. 
Similar  observation  is  also  reported  by  Tang  in 
his  study  of  the  effect  of  acupuncture  on  the 
motility  of  the  stomach.67  It  appears  that  various 
cutaneous  stimulations  by  needles  are,  in  part, 
transmitted  to  the  internal  viscera  through  the 
somato-visceral  neuronal  synapses  in  the  spinal 
cord.  And,  during  the  process  of  such  synapses, 
one  of  the  components  of  the  visceral  nerves — 
either  the  sympathetic  or  the  parasympathetic — 
seems  to  be  selectively  stimulated,  thus  normaliz- 
ing the  function  of  the  autonomic  nervous  system. 
Evidence  to  support  this  view  is  submitted  by 
Grashchenkov  and  his  associates.  They  have 
demonstrated  changes  for  normalization  in  the 
blood  content  of  sympathetin.  adrenalin,  diamine 
oxidase,  acetylcholine,  acetylcholine  esterase,  and 
histamine  in  their  patients  with  asthma  and  peptic 
ulcer  after  acupuncture.68  It  is,  however,  quite 
possible  that  such  a normalizing  effect  of  acupunc- 


ture on  the  function  of  the  autonomic  nervous 
system  may  be  mediated  at  the  level  of  the  thala- 
mus rather  than  in  the  spinal  cord.  In  any  event, 
it  is  clear  from  the  Grashchenkov’s  data  that 
acupuncture  does  exert  its  action  on  the  auto- 
nomic nervous  system  for  the  normalization  of 
its  function. 

In  the  traditional  Oriental  medicine,  the  skin 
and  nervous  system  are  also  considered  to  be 
very  closely  interrelated.  This  is  understandable 
in  view  of  the  fact  that  the  skin  and  nervous  sys- 
tem are  derived  from  the  same  embryological 
tissue.  Through  the  studies  of  neurodermatitis  and 
other  chronic  dermatoses,  ancient  Chinese  phy- 
sicians were  aware  of  the  close  relationship  be- 
tween the  two.  Evidence  to  support  this  view  is 
presented  by  Rasmussen  and  Penfield.69  Accord- 
ing to  their  investigation  of  the  cerebral  cortex 
of  man,  each  area  of  the  skin  surface  of  the 
body  and  extremities  has  a representative  area 
in  the  cerebral  cortex.  Therefore,  dermal  stimula- 
tion of  various  kinds  on  the  body  and  the  ex- 
tremities is  transmitted  into  the  specific  areas  of 
the  cerebral  cortex  in  some  specific  manner  and 
influences  its  function.  This  observation  has  been 
further  corroborated  by  Kassil  and  associates  at 
the  Reflex  Therapy  Laboratory  of  Moscow.  They 
noted  specific  changes  in  the  patterns  of  electro- 
encephalograms and  electromyograms  after  acu- 
puncture.70- 71 

We  now  know  that  the  cerebral  cortex  can 
exert  influences  on  ACTH  production  through  the 
reticular  activating  system.86-  87-  90  We  also  know 
that  the  anterior  pituitary  stimulating  action  of 
the  hypothalamus  can  further  be  influenced  by 
impulses  generated  in  the  limbic  system.88  90  Spe- 
cific stimulation  of  the  skin  by  acupuncture  seems 
to  influence  functions  of  the  brain  and  subse- 
quently the  hypothalamus  and  its  subordinated  en- 
docrine glands  in  some  specific  manner.  It  is 
demonstrated  by  Boeva  and  his  associates  that 
stimulation  acupuncture  produces  an  increase  in 
endogenous  production  of  ACTH,  and  subse- 
quently an  increase  in  adrenocortical  hormones.54 
Their  investigation  revealed  that  stimulation  acu- 
puncture produces  an  effect  similar  to  that  seen 
following  the  injection  of  25  international  units 
of  ACTH.54  These  findings  are  of  extreme  in- 
terest when  reviewed  in  conjunction  with  the 
reports  by  Mandell  and  others  who  demonstrated 
that  stimulation  of  one  of  the  limbic  structures, 
the  amygdala,  produces  17-hydroxycorticoid  re- 
lease, while  stimulation  of  another  limbic  struc- 
ture, the  hippocampus,  reversed  the  effects  of  pre- 
vious amygdala  stimulation.88- 90 

In  the  traditional  Oriental  medicine,  the  pri- 
mary cause  of  functional  disturbances  of  internal 
organs  is  considered  to  be  excessive  mental  stimu- 
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lation;  that  is,  the  seven  emotions  of  anger,  joy, 
worry,  threat,  sadness,  fear,  and  surprise.  For 
example,  in  the  traditional  Oriental  medicine,  a 
symptom  complex  that  is  known  in  the  Western 
medicine  as  an  essential  hypertension  is  considered 
to  be  caused,  at  least  in  part,  by  some  functional 
disturbances  of  internal  organs  due  to  excessive 
emotional  stress.  Evidence  to  support  this  view  is 
also  submitted  by  many  Western  investigators. 
In  1964,  Barajas,  using  the  electron  microscope, 
demonstrated  nerve  endings,  which  appear  to  be 
sympathetic,  in  association  with  juxtaglomerular 
cells  as  well  as  arteriolar  smooth  muscle  cells  of 
the  kidney.72  Tobian  and  his  associates,  in  the 
same  year,  demonstrated  a marked  increase  of 
renin  in  the  renal  veins  if  epinephrine  and  nor- 
epinephrine are  infused  into  the  renal  arteries  of 
dogs.73  Rapid  degranulation  of  juxtaglomerular 
cells  was  also  demonstrated  under  similar  condi- 
tions of  epinephrine  infusion  in  rats  by  Kamura 
and  Niwa  in  1965. 74  These  findings  support  the 
view  that  the  production  of  renin,  and  subse- 
quently angiotensin,  is  at  least  in  part  under 
nervous  control.  As  demonstrated  by  Kassil  and 
his  associates,  reduction  acupuncture  can  lower 
the  blood  pressure  by  reducing  the  blood  content 
of  adrenalin  and  adrenalin-like  substances.70- 71 

On  the  other  hand,  stimulation  acupuncture 
can  elevate  the  blood  content  of  adrenalin  and 
adrenalin-like  substances  as  demonstrated  by 
Boeva  and  his  associates.54  The  results  of  the 
aforementioned  laboratory  investigation  are  in 
agreement  with  the  author’s  clinical  experience. 

Chronic  pyelonephritis,  often  present  in  patients 
with  hypertension,  is  worth  comment.  In  Oriental 
medicine,  chronic  pyelonephritis  is  considered  to 
be  the  manifestation  of  imbalanced  physiological 
homeostasis  in  the  kidney,  with  a view  that  a bac- 
terial infection  is  only  secondary.  The  current 
concepts  of  chronic  pyelonephritis  in  Western 
medicine  also  support  this  view.  Recently,  evi- 
dence has  been  offered  that  a high  local  concen- 
tration of  ammonia,  as  may  be  present  when  the 
body  is  dealing  with  an  excessive  acid  load  in 
cases  of  various  metabolic  acidoses,  is  sufficient 
to  inactivate  complement,  thus  rendering  ineffec- 
tive a major  defense  mechanism  against  bacterial 
infection.75  It  should  be  noted  here  that  the  dietary 
therapy  in  Oriental  medicine  for  the  treatment  of 
chronic  pyelonephritis  is  in  fact  aimed  at  produc- 
ing a non-acidotic  internal  environment  of  the 
body.9- 41-43  According  to  recent  reviews  on  hy- 
pertension and  pyelonephritis  by  Katz  and 
Courdo,  a significant  number  of  patients  with  hy- 
pertension show  varying  degrees  of  pyelonephritis, 


either  pyogenic  or  aseptic.70  Furthermore,  as  in- 
dicated by  Miall  and  his  associates,  treatment  of 
pyelonephritis  by  bacteriocidal  agents  does  not 
affect  the  overall  pattern  of  blood  pressure.77 
Chronic  pyelonephritis  in  patients  with  hyperten- 
sion is  therefore  probably  the  manifestation  of 
imbalanced  physiological  homeostasis.  This  line 
of  thinking  is  further  substantiated  by  the  findings 
of  experimental  aseptic  nephritis  induced  by  the 
injection  of  large  doses  of  adrenal  DOCA  to  rats 
by  Selye.78 

According  to  Selye’s  concept  of  the  general 
adaptation  syndrome,78  a “stressor”  acting  on 
the  organism  or  any  particular  target  tissue  initi- 
ates “alarm  reaction”  through  excitation  of  the 
sympathetic  nervous  system  and  the  adrenal 
medulla.  Following  the  alarm  reaction  the  initial 
phase  of  the  body  defense  mechanism  begins  as 
the  “stage  of  resistance.”  The  “stage  of  resistance” 
is  caused  by  a rise  in  adrenocorticotropin  leading 
to  adrenal  secretion  of  glucocorticoids,  and  for  a 
brief  time  mineralocorticoids  as  well.  The  mineralo- 
corticoids  tend  to  localize  this  stressor  agent  by 
enhancing  inflammatory  reaction  and  eventually 
building  up  fibroblastic  barriers.  When  the  stress 
is  prolonged,  the  action  of  the  mineralocorticoids 
tends  to  establish  pathologic  changes  characteristic 
of  the  “diseases  of  adaptation’’  in  which  Selye  has 
included  all  the  mesenchymal  and  degenerative 
vascular  diseases.  Whether  or  not  an  acute  “alarm 
reaction”  will  eventually  be  followed  by  the  dis- 
eases of  adaptation  depends,  among  other  things, 
on  the  magnitude  of  the  glucocorticoid  secretion. 
Glucocorticoids,  represented  mostly  by  cortisol, 
replenish  depleted  carbohydrate  stores  and  protect 
cells  against  many  of  the  injurious  effects  of  the 
reaction  to  the  stressor.  Therefore,  the  injection 
of  cortisol  minimizes  inflammatory  responses  and 
subsequent  tissue  degeneration,  as  demonstrated 
by  Selye.78 

The  injection  of  artificial  hormones  is,  however, 
unnatural,  and  it  has  been  clinically  proven  that 
in  most  cases  such  drugs,  while  temporarily 
counteracting  effects  from  stressors,  do  not  pro- 
duce physiological  harmony.  On  the  other  hand, 
orthodox  acupuncture  allows  the  reestablish- 
ment of  a physiological  equilibrium  without 
drugs.54- 70- 71  The  beneficial  effect  of  acupuncture 
for  the  treatment  of  chronic  inflammatory  diseases 
is  therefore  probably  due  to  its  effect  on  normaliz- 
ing internal  environmental  factors  through  the 
adjustment  of  the  autonomic  nervous  system  and 
the  endocrine  system  as  well. 

The  mechanism  of  the  action  of  acupuncture 
therapy  as  related  to  many  other  conditions  has 
been  studied  and  reported  by  many  investigators. 
However,  the  scope  of  this  article  does  not  allow 
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the  authors  to  elaborate  further.  The  reader  is 
referred  to  the  appended  references.24’ 28>  31- 32- 34- 

40,  49,  51,  54.  68,  79-83 

Some  attempts  were  made  in  the  preceding 
pages  to  explain  the  mechanism  of  action  of  acu- 
puncture, but  the  real  significance  cannot  be  dis- 
played sufficiently  unless  the  fundamental  prin- 
ciples of  Oriental  medicine  are  understood,  and 
subsequently  its  unique  diagnostics  and  therapeu- 
tics are  learned. 

In  the  traditional  Oriental  medicine,  disease  is 
thought  to  be  a state  of  imbalance  in  homeostasis, 
considering  a diseased  individual  as  a whole  in 
relation  with  internal  and  external  environments. 
Therefore,  emphasis  is  placed  on  the  understand- 
ing of  diseased  individuals  rather  than  isolated 
diseases  in  certain  organs,  cells,  or  body  fluids. 

In  Western  medicine,  a diagnosis  is  made  with 
the  aid  of  various  instruments  and  chemicals  and 
then  a method  of  treatment  appropriate  to  the 
diagnosis  is  selected.  On  the  contrary,  in  Oriental 
medicine  the  method  of  treatment  cannot  be  se- 
lected only  by  diagnosis,  however  precise  its  sci- 
entific determination.  Of  course,  scientific  exam- 
ination prior  to  therapy  is  sometimes  useful  to  de- 
termine the  method  of  treatment  or  the  course  of 
the  disease.  Such  examinations,  however,  are  not 
essential  except  where  the  diagnosis  coincides  with 
the  signs  of  the  disease.  This  characteristic  key 
point  is  the  very  heart  of  Oriental  medicine. 

This,  however,  is  not  meant  to  imply  that  ex- 
amination with  scientific  instruments  and  chem- 
icals are  useless  and  should  be  rejected.  It  means 
that  in  Oriental  medicine  there  is  a complete  sys- 
tem with  which,  using  the  physical  senses  rather 
than  other  aids,  the  signs  of  a disease  can  be  de- 
termined quite  accurately.  The  four  basic  diagnos- 
tics in  Oriental  medicine  are  inspection,  ausculta- 
tion. questioning,  and  palpation.  In  Oriental  medi- 
cine the  purpose  of  diagnosis  is  to  evaluate  the 
state  of  imbalance  between  the  closely  interrelat- 
ing internal  organs.  Therefore,  more  emphasis  is 
placed  on  detecting  functional  than  anatomical  ab- 
normalities. In  this  regard,  simple  yet  very  impor- 
tant signs,  such  as  referred  pain  or  referred  muscle 
rigidity,  are  carefully  evaluated.  Examination  of 
the  face,  ear,  tongue,  and  pulse  often  discloses 
very  important  information  for  the  evaluation  of 
the  functional  state  of  internal  organs. 

The  outline  of  this  system  can  be  expressed  as 
follows:  The  first  purpose  of  the  examination  is 
to  establish  the  location  of  the  disease.  It  would 
seem  that  Oriental  and  Western  medicine  coincide 
on  this  point,  but  the  locations  of  the  diseases  in 
the  organs,  which  may  show  some  resemblance, 
are  fundamentally  different.  The  location,  in  West- 
ern medicine,  is  taken  as  the  place  where  patho- 


logical changes  and  symptoms  are  most  evident. 
For  example,  when  pathological  changes  are  seen 
in  the  respiratory  tract,  the  disease  is  called  a res- 
piratory tract  ailment;  when  in  the  digestive  tract, 
a digestive  tract  ailment.  The  specific  disease  is 
then  determined.  For  instance,  pleurisy,  pneu- 
monia, bronchitis,  asthma,  or  pulmonary  tuber- 
culosis may  be  identified  in  the  lungs;  hyperacid- 
ity, ulcer,  carcinoma,  or  gastroptosis  in  the  stom- 
ach. 

In  sharp  contrast  to  Western  medicine,  the  dis- 
ease in  Oriental  medicine  is  not  assigned  to  iso- 
lated individual  organs.  In  its  essential  points  the 
human  body  has  three  main  divisions:  The  exter- 
nal area  consisting  of  the  surface  of  the  body,  the 
internal  area  consisting  of  the  deep  parts,  and  the 
intermediate  area  lying  between  the  former  two. 
These  three  divisions  roughly  correspond  to,  al- 
though are  not  identical  with,  embryological  tissue 
of  ectodermic,  mesodermic,  and  entodermic  ori- 
gin. These  three  layers  are  further  subdivided  into 
various  organ  systems,  each  maintaining  close  re- 
lationship with  others,  and  are  known  as  an  in- 
terconnecting system.  When  such  stress  agents  as 
an  external  chill,  injury,  fatigue,  microorganisms, 
or  the  like,  form  the  basis  for  disorder,  examina- 
tion is  used  to  determine  the  focal  area  of  pathol- 
ogy in  the  interconnecting  system.  That  is,  the 
disease  is  localized  according  to  its  presence  in  a 
relativity  external,  internal,  or  intermediate  area. 
Continuing  in  this  line,  the  existing  pathological 
change  or  its  classification  does  not  necessarily 
constitute  the  basis  for  treatment.  In  addition  to 
localizing  the  disease,  it  is  necessary  to  establish 
its  nature,  the  viewpoint  of  which  also  varies 
greatly  from  Western  medicine. 

Oriental  medicine  employs  the  terms  active  ( ), 
passive  (-),  vitality  (+),  and  debility  ( ) to  de- 
scribe the  nature  of  diseases.  In  the  case  of  active 
(+),  the  nature  is  very  productive,  with  a strong 
inflammatory  tendency,  characterized  by  hyper- 
emia, fever,  pain,  and  swelling.  In  passive  (-), 
the  nature  tends  to  be  latent  with  few  symptoms 
of  inflammation.  Vitality  (+)  is  that  condition 
where  the  physical  and  mental  energy  required  to 
contain  and  expel  pathogenic  processes  is  suffi- 
cient, and  the  faculties  of  defense  response  and  res- 
toration are  at  work.  Debility  (-)  is  that  condi- 
tion where  the  physical  and  mental  energy  re- 
quired to  contain  and  expel  pathogenic  processes 
is  insufficient. 

Applying  these  terms,  diseases  are  divided  into 
active  (+)  and  passive  (-)  and  further  subdivided 
into  active  vitality  (+)  (+),  active  debility  (+) 
(-),  passive  vitality  (-)  (+)  and  passive  debility 
(-)  (-).  In  the  physiologically  healthy  person, 
all  organs  in  the  body  exist  in  a state  of  organic 
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and  mutual  interdependence,  each  maintaining  its 
separate  function,  yet  exerting  influence  on  an- 
other, and  adjusting  to  the  active  (+)  and  passive 
(-)  fluctuations  of  natural  harmony.  In  the  case 
of  visceral  diseases,  examination  through  inspec- 
tion, auscultation,  questioning,  and  palpation,  de- 
termines in  which  organ  vitality  (+)  or  debility 
(-)  is  manifested  and  whether  the  state  of  non- 
physiological  active  (+)  = passive  (-)  exists.  A 
pathologically  unbalanced  situation  of  the  affected 
organ  is  then  corrected  through  reduction  (-) 
acupuncture  for  a vitality  (+)  disorder,  and  stimu- 
lation (+)  acupuncture  for  a debility  (-)  disorder. 

Understanding  of  this  concept  of  Oriental  medi- 
cine may  not  be  too  difficult  if  the  student  of 
Western  medicine  considers  the  similar  concept  of 
the  antagonistic  action  of  sympathetic  and  para- 
sympathetic nervous  systems,  the  functional  rela- 
tionship between  the  pituitary  and  its  target  or- 
gans, or  the  acid-base  balance  of  body  fluid. 
Ancient  Chinese  physicians  expressed  this  concept 
of  physiological  homeostasis  using  such  broad 
terms  as  Yin  and  Yang,  with  Yin,  the  female 
element,  possessing  all  the  passive  properties,  and 
Yang,  the  male  element,  the  active  qualities.  Using 
the  concept  of  Yin  and  Yang,  they  had  explained 
remarkably  well  the  mechanisms  of  physiological 
homeostasis.  To  the  ancient  Chinese,  the  para- 
sympathetic nervous  system  and  adrenal  were 
Yin,  and  the  sympathetic  nervous  system  and 
pituitary  were  Yang  in  their  functional  relation- 
ship. 

In  the  traditional  Oriental  medicine,  acupunc- 
ture therapy  occupies  an  important  place  in  its 
therapeutic  regimens.  Other  therapies  to  be  em- 
ployed in  conjunction  with  acupuncture  are  die- 
tary therapy,  fasting  therapy,  herb  therapy.  Yoga 
therapy,  hydrotherapy,  diathermy,  massage  ther- 
apy, psychotherapy,  surgery,  and  health  educa- 
tion.7’9>  41_43> 84>  85 

However,  all  of  these  therapies  are  used  only  to 
assist  patient’s  innate  healing  power  in  accordance 
with  nature’s  health  principles. 

Many  patients,  when  attacked  by  disease,  do 
not  take  the  trouble  to  search  for  the  cause  of 
their  illness.  Their  chief  anxiety  is  to  rid  them- 
selves of  pain  and  inconvenience.  So  they  resort 
to  various  kinds  of  drugs,  whose  real  properties 
they  know  little,  or  they  apply  to  a physician  for 
some  remedy  to  counteract  the  result  of  their  mis- 
doing, but  with  no  thought  of  making  change  in 
their  unhealthful  habits.  To  these  patients,  the  re- 
sponsible physician  of  Oriental  medicine  teaches 
the  importance  of  pure  air,  sunlight,  rest,  exercise, 
proper  diet,  temperance,  happy  home,  peace,  and 


harmony.  Therefore,  in  acupuncture  therapy,  all 
of  these  beneficial  effects  act  in  synergy  to  treat 
the  patient  as  a whole.  The  responsible  physician 
of  the  traditional  Oriental  medicine  is  not  a mere 
therapist,  but  a guardian  of  health.  He  teaches 
his  patients  right  habits  of  living  and  nature’s 
health  principles. 

In  China,  acupuncture  anesthesia  is  used  ex- 
tensively for  major  surgeries.  Dimond  recently  re- 
ported his  observation  of  acupuncture  anesthesia 
administered  on  patients  undergoing  thyroidecto- 
my, thoracotomy,  craniotomy,  and  laparotomy.101 
His  reports  as  well  as  ones  from  Europe  indicate 
that  the  success  rate  of  this  type  of  anesthesia  is 
quite  high  ranging  somewhere  in  the  neighbor- 
hood of  90-95  per  cent.44-47, 101  However,  the 
physiological  basis  of  acupuncture  anesthesia  is 
not  clearly  understood  at  present.  There  are,  how- 
ever, several  theories  to  explain  the  mechanism 
of  action  in  acupuncture  anesthesia.  One  of  the 
most  popular  theories  is  the  gateway  control  the- 
ory of  pain  proposed  by  Melzack  and  Wall.100  Ac- 
cording to  the  theory,  acupuncture  needle  stimula- 
tion, mainly  transmitted  by  the  myelinated  nerve 
fibers,  seems  to  close  the  hypothetical  gateway  of 
pain  in  the  substantia  gelatinosa  of  the  spinal  cord. 
Recently,  Man  and  Chen  postulated  the  existence 
of  another  gateway  of  pain  in  the  thalamus.  Shealy 
demonstrated  that  electrical  stimulation  of  periph- 
eral nerves  and  dorsal  column  fibers  of  the  spinal 
cord  could  produce  anesthesia.91-97  Clinical  ap- 
plication of  his  procedures  seems  to  be  very  en- 
couraging. However,  it  is  to  be  noted  that  acu- 
puncture is  capable  of  producing  anesthesia  even 
without  the  application  of  electronic  current.  For 
that  reason,  the  hormonal  theory  of  inhibition  is 
equally  attractive.  It  is  well  known  that  sympathin 
released  at  the  sympathetic  nerve  endings  inhibits 
some  of  the  effector  structures  innervated  by  sym- 
pathetic fibers,  and  that  acetylcholine  liberated  by 
some  of  the  parasympathetic  endings  can  cause 
similar  inhibition.  It  is  demonstrated  by  Grash- 
chenkov  that  the  blood  content  of  sympathin  and 
acetylcholine  can  be  regulated  by  adjusting  the 
amount  of  acupuncture  stimuli  as  well  as  the  sites 
of  its  application.68  Therefore,  it  is  not  unreason- 
able to  postulate  that  the  excitability  of  sensory 
neurons  of  the  central  nervous  system  could  also 
be  regulated  by  adjusting  the  amount  of  hormone 
capable  of  inhibiting  ganglion  cell  excitability.  Al- 
though the  presence  of  such  a hormone  needs  to 
be  proven,  careful  review  of  the  ancient  Chinese 
literature  strongly  suggests  this  possibility.1- 43 

SUMMARY 

Acupuncture  is  an  ancient  Chinese  therapy  to 
treat  disorders  of  internal  organs  through  stimula- 
tion of  the  body  surfaces  by  needles. 
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It  appears  the  acupuncture  is  most  effective  for 
the  treatment  of  functional  disorders  of  internal 
organs.  The  beneficial  effect  of  acupuncture  ap- 
pears to  be  due  to  its  effect  on  the  adjustment  of 
function  of  the  autonomic  nervous  system  and  the 
endocrine  system  as  well.  In  effect,  it  seems  to  act 
to  restore  body’s  natural  defenses  against  stess- 
ors. 

The  traditional  Oriental  medicine  holds  the 
view  that,  as  human  phenomena  of  life  are  gov- 
erned by  the  universe  and  nature,  the  promotion 
of  health  as  well  as  the  treatment  of  diseases 
should  be  done  in  accordance  with  the  principles 
of  nature.  In  the  traditional  Oriental  medicine, 
disease  is  thought  to  be  a state  of  imbalance  of 
homeostasis,  considering  a diseased  individual  as  a 
whole  in  relation  with  his  internal  and  external  en- 
vironments. Therefore,  emphasis  is  placed  on  the 
understanding  of  diseased  individuals,  rather  than 
isolated  diseases  in  certain  organs,  cells,  or  body 
fluids.  Western  medicine  has  hitherto  dealt  mainly 
with  the  material  structure  and  the  molecular 
property  of  the  organism.  In  the  Orient,  however, 
many  scholars  have  studied  the  immaterial  world 
and  kinetic  structures  of  each  phenomenon  for 
several  thousand  years.  Objects  are  viewed  in 
terms  of  energetics  and  function  from  the  stand- 
point of  unity,  synthesis,  and  totality.  The  pathol- 
ogy is  studied  from  a synthetic  point  of  view.  It 
is  upon  this  foundation  that  Oriental  medicine  is 
based. 

Widespread  use  of  acupuncture  anesthesia  in 
major  surgery  in  China  is  a relatively  recent  de- 
velopment. Physiological  basis  for  acupuncture 
anesthesia  is  not  clearly  understood  at  present. 
However,  the  gateway  theory  and/or  the  hor- 
monal theory  of  pain  inhibition  are  presented.  *** 

400  Staffordshire  Road  (27104) 

The  editors  neither  endorse  this  paper  nor  condemn  it. 
Because  of  the  wide  publicity  given  acupuncture  at  the 
moment,  it  was  considered  to  be  of  general  interest. 

REFERENCES 

1.  Goodman.  L.  S.  and  Gilman.  A.:  The  Pharmacolog- 
ical Basis  of  Therapeutics.  New  York,  Macmillan 
Co.,  1958,  pp.  505-506. 

2.  Krantz,  J.  C.  and  Carr,  C.  J.:  The  Pharmacologic 
Principles  of  Medical  Practice.  Baltimore,  The  Wil- 
liams & Wilkins  Co.,  1958,  p.  737. 

3.  Vakil.  R.  J.:  Clinical  Trial  of  Rauwolfia  Serpentina 
in  Essential  Hypertension.  Brit.  Heart  J.  2:350-355, 
1949. 

4.  Wilkins,  R.  W.:  New  Drug  Therapies  in  Arterial 
Hypertension.  Ann.  Int.  Med.  37:1144-1155,  1952. 

5.  Klin,  N.  S.:  Use  of  Rauwolfia  Serpentina  Benth  in 
Neuropsychiatric  Condition.  Ann.  N.  Y.  Acad.  Sci. 
59:107-132,  1954. 

6.  Veith,  I.:  Huang  Ti  Nei  Ching  Su  Wen  (Yellow 
Emperor's  Classic  of  Internal  Medicine),  Baltimore, 
The  Williams  and  Wilkins  Co.,  1949. 

7.  Winter.  E.  De:  Kuatsu.  VII.  Reflexogenic  Massage 
and  Asiatic  Manual  Resuscitation.  Vic.  Med.  44:125- 


39  (May)  1963  (Fr.). 

8.  Garrison,  F.  H.:  An  Introduction  to  the  History 
of  Medicine,  4th  Ed.  Philadelphia  and  London, 
W.  B.  Saunders  Company,  1929,  p.  74. 

9.  Nishizawa,  M.:  Toyo  Igaku  Gairon  (A  Textbook 
of  Oriental  Medicine).  Tokyo,  Tokkyu  Insatsu  Ka- 
bushiki  Gaisha,  1959  (Jap.). 

10.  Schiff,  A.  F.:  A Fatality  Due  to  Acupuncture.  Med. 
Times  93:630-631  (June)  1965. 

11.  Viosin,  H.:  L’acupuncture  du  praticien.  Paris,  La- 
brairie  Maloine,  1950. 

12.  Kalmar,  J.  M.:  La  pratique  de  L’acupuncture.  Paris, 
G.  Doin  & Cie.,  1952. 

13.  Niboet,  J.  E.  H. : Essai  sur  L’acupuncture  chinoise 
and  Complements  d’acuponcture.  Paris,  Wapler, 
1951,  1955. 

14.  Choain,  J.:  La  “Voie  Rationelle”  (Tao)  de  la 
medecine  chinoise.  Lille,  Editions  s.l.e.l.,  1957. 

15.  Stiefvater,  E.:  Dei  Organuher;  tagesperiodishes  Al. 
tivitatsdiagramm  biologisher  Rhythmen  des  Meh- 
schen  oder.  “Tao  der  Natur.”  Ulm/Donau,  Karl  F. 
Haug  Verlag,  1958. 

16.  Bachmann,  G.:  Leitfaden  der  Akupunktur:  die 
Akupunktur,  eine  altchinesische  Heilweise  und  ihre 
Klinischexperimentelle  bestatigung.  Ulm/Donau, 
Karl  F.  Haug  Verlag,  1960. 

17.  Bourgeois,  G.:  La  lutte  contre  le  cancer  par  la 
physique  nucleaire  et  l'acupuncture  chinoise.  Paris, 
Librairie  Vega,  1950. 

18.  Grail,  Y.  et  al:  Acupuncture  From  the  Ancestral 
Treatment  to  Present  Research.  Maroc  Med.  43:979- 
982  (Dec.)  1964. 

19.  Huard,  P.  and  Wong,  M.:  Present-Day  Trends  in 
Acupuncture.  World-Med.  J.  9:335-336,  Sept.,  1962; 
Also  313-314  (Sp.) ; 359-360  (Fr.). 

20.  Veith,  I.:  Acupuncture  Therapy — Past  and  Present, 
Verity  or  Delusion.  JAMA  180:478-484  (May  12) 
1962. 

21.  Ferrari-Sacco,  A.  and  Oliaro,  T.:  On  the  Centen- 
nary  of  the  Death  of  Alessandro  Riberi  ( 1861-1961 ). 
Experiences  and  Thoughts  of  Alessandro  Riberi  on 
Chinese  Acupuncture.  Minerva  Med.  52:4582-4590 
(Dec.  26)  1961  (It.). 

22.  Umlauf,  R.  et  al:  Acupuncture  and  Its  Therapeutic 
Importance.  Voj.  Zdrav.  Listy.  34:70-74  (April) 
1965  (Cz.). 

23.  Rusetskh,  H. : Integument  of  the  Body  and  Viscera. 
Klin.  Med.  (Mosk.)  37:25-31  (Oct.)  1959  (Rus.). 

24.  Kibler,  M.:  The  Treatment  of  Internal  Organs 
Through  the  Skin.  Deutsch  Med.  Wachr.  86:1929-30 
(Oct.  6)  1961  (Ger.). 

25.  Dimond,  E.  G.:  Ward  Rounds  With  an  Acupunc- 
turist. New  Eng.  J.  Med.  272:575-577  (March  18) 
1965. 

26.  Tuhacek,  M.,  Vymazal  J.  and  Obrda,  K.:  Experi- 
ences in  the  Treatment  of  Peripheral  Facial  Nerve 
Paralysis  With  Acupuncture.  Cesk.  Neurol.  26:120- 
125  (March)  1963  (Cz. ). 

27.  Stary,  O.,  Figar,  S.,  Tuhacek,  M.,  Krejci,  D.,  Hlad- 
ka,  V.  and  Vymazal,  J.:  Value  of  Acupuncture  in 
Diskogenic  Radicular  Pains  and  Its  Effect  on  the 
Polyrheographic  Reaction  in  the  Affected  Segments. 
Cesk.  Neurol.  26:104-1 1 1 (March)  1963  (Cz.). 

28.  Grishchenko,  V.  V.  et  al:  The  Cheng-chiu  Therapy 
of  Children  With  Bronchial  Asthma  and  Remote 
Therapeutic  Results.  Pediat.  Akush.  Ginek.  3:20-24, 
1964  (U.K.). 

29.  Vyamazal,  J.  and  Tuhacek,  M. : Treatment  of  Trigem- 
inal Neuralgia  With  Acupuncture.  Cesk.  Neurol. 
26:112-119  (March)  1963  (Cz.). 

30.  Mukhamedharov,  G.  Z.:  Chen-chiu  Therapy  for 
Some  Skin  Diseases.  Kazan.  Med.  Zh.  1:54-56 
(Jan. -Feb.)  1962  (Rus.). 

31.  Figar,  S.  et  al:  Vasomotor  Reactions  Following 
Acupuncture  in  Lumbosacral  Syndromes.  Cesk. 
Neurol.  27:251-255  (July)  1964. 

32.  Berenbein,  B.  A.:  Results  in  Acupuncture  Therapy 


NOVEMBER  1973 


493 


ACUPUNCTURE  / Toyama  et  al 

of  Certain  Dermatoses.  Vestn.  Derm.  Vener.  34:56- 
60  (Feb.)  1960  (Rus.). 

33.  Gromova.  V.  N.:  Use  of  Acupuncture  in  Bronchial 
Asthma  in  Children.  Pediatriia  38:64-68  (Sept.)  1960 
( Rus.). 

34.  Wang,  S.  H.:  Acupuncture  and  Functions  of  the 
Gastrointestinal  Tract.  Zhong.  Fang.  7:376-379 

1959  (Ch.). 

35.  Akimochkina,  V.  A.:  Use  of  Acupuncture  in  Glau- 
coma. Vestn.  Oftal.  74:50-55  (Sept. -Oct.)  1961 
(Rus.). 

36.  Horyd.  W.:  Preliminary  Experimental  Treatment 
of  Facial  Neuralgia  With  Acupuncture.  Neurol. 
Neurochir.  Psychiat.  Pol.  12:715-719  (Sept. -Oct.) 

1962  (Pol.). 

37.  Demidenko,  T.  A.  and  Mikhailova,  A.D.:  Effect  of 
Acupuncture  on  the  Course  of  Severe  Recurrent 
Radiculitis.  Vop.  Psikhiat.  Nevropat.  7:261-267. 
1961  (Rus.). 

38.  Ivanova,  E.  M.:  Experience  With  Acupuncture  in 
Ophthalmology.  Vestn.  Oftal.  74:45-50  (Sept. -Oct.) 
1961  (Rus.). 

39.  Kashmel'la,  K.:  Treatment  by  Acupuncture  of  Pe- 
ripheral Paralysis  of  the  Facial  Nerve.  Zdravookhr. 
Beloruss.  8:57-58  (Jan.)  1962  (Rus.). 

40.  Vacek.  J.:  Electro-Physiological  Study  of  the  Early 
Effect  of  Acupuncture  on  Peripheral  Paralysis  of 
the  Facial  Nerve.  Cesk.  Neurol.  28:381-388  (Sept.) 
1965  (Slovk.). 

41.  Nishizawa,  M.:  Yoga  to  Doin  no  Kenkoho  (The 
Yoga  Therapy  and  Hygiene).  Tokyo,  Kubo  Shoten, 

1963  (Jap.). 

42.  Nishizawa,  M.:  Karada  o Kaizo  suru  Shokumotsu 
(The  Dietary  Therapy  and  Acupuncture).  Tokyo. 
Kubo  Shoten.  1962  (Jap.). 

43.  Nishizawa,  M.:  Ido  no  Shoku  Yoho  (The  Dietary 
Therapy  in  Oriental  Medicine).  Chiba,  Ikkokan 
Idokenkyo  Jo,  1958  (Jap.). 

44.  Gorlina,  A.  A.:  Use  of  Acupuncture  for  Post-Ton- 
sillectomy Analgesia.  Vestn.  Otorinolaring.  25:38-40 
(Nov. -Dec.)  1963  (Rus.). 

45.  Chang.  H.  K.:  Chest  Pain  After  Pneumonectomy 
Treated  by  Acupuncture.  Zhong.  Watke.  Z.  9:389- 
390  (May  5)  1961  (Ch.). 

46.  Tung,  L.:  Acupuncture  in  Place  of  Narcotics  in 
Bronchography.  Zhong.  Fang.  Z.  8:94-95  (April) 

1960  (Ch.). 

47.  Han,  F.  Y„  Len,  J.  H.,  Ch’en,  K.  C.,  and  Sun, 
J.  K.:  Electroacupuncture  for  Dental  Anesthesia  in 
Exodontia;  Preliminary  Report  of  100  Cases.  Chin. 
Med.  J.  80:100-102  (Feb.)  1960. 

48.  Stollar,  A.  A.:  The  Use  of  Chen-chiu  Therapy  in 
Combined  Treatment  of  Nocturnal  Enuresis  in  Chil- 
dren. Vop.  Okhr.  Materin.  Dets.  6:40-44  (Nov.) 

1961  (Rus.). 

49.  Porudominskii.  I.  M.,  Kochetkov,  V.  D.,  Vein. 
A.  M.  and  Fishman,  M.  N.:  Clinical-Laboratory 
Observations  in  Acupuncture  Treatment  of  Sex  Dis- 
orders in  Men.  Urologiia  26:25-31  (May-June) 

1961  (Rus.). 

50.  Efimenko,  V.  L.:  Use  of  Chen-chiu  Therapy 

(Acupuncture  and  Moxa)  in  Certain  Depressive 
Syndromes  (Preliminary  Communication).  Zh. 
Nevropat.  Psikhiat.  Korsakov.  59:1167-1171,  1959 
( Rus.). 

51.  Feng,  Y.  K.:  The  Immediate  Effect  of  Acupuncture 
on  the  Electro-Encephalograms  of  Epileptic  Pa- 
tients. Chin.  J.  Neurol.  Psychiat.  5:339-345  (Oct.) 
1959  (Ch.). 

52.  Efimenko,  V.  L.:  Acupuncture  Therapy  of  Some 
Forms  of  Psychoses  and  Neuroses.  Vop.  Psikhiat. 
Nevropat.  7:274-280.  1961  (Rus.). 

53.  Bischko,  J.:  The  Possibility  of  Acupuncture  in  the 


Ear,  Nose,  and  Throat  Area.  Machr.  Ohrenhciik. 
97:464-466  (Oct.)  1963. 

54.  Boeva,  E.  M.,  Maltsina,  V.  S.,  Ratt,  M.  L.,  Fab- 
richnaia,  V.  A.  and  Sebalkina,  T.  P.:  Experience  in 
the  Use  of  Acupuncture  in  Vasomotor  Rhinitis. 
Vestn.  Otorinolaring.  25:23-27,  March-April,  1963 
( Rus.). 

55.  Feder,  E.  E.  and  Abranov,  M.  L.:  On  Treatment 
of  Inflammatory  Diseases  of  the  Superior  Maxil- 
lary Sinuses  With  the  Use  of  Chen-chiu.  Zdravookhr. 
Beloruss.  8:62  (Dec.)  1962  (Rus.). 

56.  Kashmel’la,  K.:  Treatment  of  Trophic  Varicose 
Ulcers  of  the  Legs  by  the  Method  of  Chen-chiu 
Therapy.  Zdravookhr.  Beloruss.  8:78-79  (Oct.)  1962 
( Rus.). 

57.  Pan,  H.:  Eight  Cases  of  Epidemic  Inflammatory 
Salivary  Gland  Diseases  Treated  by  Acupuncture. 
Shandong.  Yikan.  24:36  (Sept.)  1959  (Ch.). 

58.  Cheng,  B.  C.  and  Wang,  B.  H.:  Preliminary  Con- 
clusions on  2,044  Trial  Cases  of  Infantile  Pa- 
ralysis Prevented  by  Acupuncture  and  Cauteriza- 
tion. Shandong.  Yikan.  17:19-20  (Feb.)  1959  (Ch.). 

59.  Chu,  H.  K.:  Observations  on  Laryngitis  With  Mea- 
sles Treated  by  Acupuncture  and  Beef  Knee.  Zhong. 
Erke.  11:20  (Jan.)  1960  (Ch.). 

60.  Chu,  A.  L.:  The  Results  of  Electroacupuncture 
Therapy  for  Soft  Tissue  Infection.  Zhong.  Waike. 
Z.  8:190-191  (Feb.)  1960  (Ch.). 

61.  Tung,  S.  T.  and  Chou,  T.  Y.:  Acupuncture  Com- 
bined With  Traditional  Drug  Wu  Mel  T’ang  in 
Treatment  of  Biliary  Ascariasis.  Preliminary  Anal- 
ysis of  48  Cases.  Chin.  Med.  J.  78:542-544  (June) 
1959. 

62.  Tsai,  C.:  Malaria  Treated  by  Acupuncture:  A Re- 
port of  102  Cases.  Zhong.  Neike.  Z.  7:966-967 
(Oct.)  1959  (Ch.). 

63.  Yu,  T.  F.:  Acupuncture  and  Traditional  Drugs  in 
the  Treatment  of  Acute  Apoendicitis:  Analysis  of 
151  Cases.  Zhong.  Waike.  Z.  8:277-279  (March) 
1960  (Ch.). 

64.  Chang,  J.  F.  and  Wu,  C.  F.:  Preliminary  Report 
on  the  Treatment  of  Pertussis  With  Acupuncture. 
Zhong.  Erke.  Z.  11:144-145  (Feb.)  1960  (Ch.). 

65.  Cheng.  B.  C.  and  Wang,  B.  H.:  Experiences  in 
Nine  Cases  of  Liver  Cirrhosis  Treated  by  Acupunc- 
ture. Shandong.  Yikan.  16:17-18  (Jan.)  1959 
(Ch.). 

66.  Kuo,  N.  M..  Chen,  J.  H..  Ma,  J.  L.  and  Liu,  S.  P.: 
A Model  Bladder  for  the  Study  of  Acupuncture. 
Zhong.  Waike.  Z.  9:503-505,  1961  (Ch.). 

67.  Tang,  L.  Y. : Effect  of  Acupuncture  on  Motility  of 
the  Stomach  as  Observed  bv  Multiradiography. 
Zhong.  Fang.  Z.  8:90-94  (April)  1959  (Ch.). 

68.  Grashchenkov,  N.  I.,  Kassil,  G.  N.,  Usova,  M.  K., 
Bein,  A.  M.,  IL’na,  N.  A.,  Kamenetskaia,  B.  I. 
and  Mel’nikova,  E.  M.:  Result  of  the  Application  of 
Acupuncture  in  Certain  Diseases  (Clinico-Phv4o- 
logical  Investigation).  Zh.  Nevropat.  Psikhiat, 
Korsakov.  59:1159-1166,  1959  (Rus.). 

69.  Kasmussen.  F.,  and  Penfield,  W.:  Further  Studies  of 
the  Sensory  and  Motor  Cerebral  Cortex  of  Man. 
Federation  Proc.  6:452-460,  1947. 

70.  Kassil,  G.  N..  Boeva,  E.  M.,  Vein,  A.  M.,  Kamenet- 
skaia, B.  I.,  Maltsina,  V.  S.  and  Fishman,  M.  N.: 
On  the  Problem  of  Mechanisms  of  Therapeutic 
Effects  During  Acupuncture.  Vestn.  Akad.  Med. 
Nauk.  SSSR  16  (3):37-47,  1961  (Rus.). 

71.  Kassil,  G.  N..  Bojewa,  J.  M„  Wein,  A.  M., 
Kamenezkaja.  B.  L,  Malzina,  W.  S.,  Melnikowa, 
J.  M.  and  Fischman,  M.  N.:  On  the  Therapeutic 
Effect  of  Acupuncture.  Sowjetwiss.  Naturwiss. 
Beitr.  10:1053-1066  (Oct.)  1961  (Ger.). 

72.  Barajas,  L.:  The  Innervation  of  the  Juxtaglomerular 
Apparatus.  An  Electronmicroscopic  Study  of  the 
Innervation  of  the  Glomerular  Arterioles.  Lab. 
Invest.  13:916  (Aug.  29)  1964. 


494 


JOURNAL  MSM A 


73.  Tobian,  L.,  Braden,  M.  and  Maney,  J.:  The  Effect 
of  Unilateral  Renal  Denervation  on  the  Secretion 
of  Renin.  Federation  Proc.  24:405,  1965. 

74.  Kamura,  S.  and  Niwa,  T.:  The  Effects  of  Angio- 
tension  II  Infusion  and  Epinephrine  Infusion  on 
Juxta-glomerular  Granularity  in  the  Rat  Kidney. 
Federation  Proc.,  1965,  pp.  24  and  434. 

75.  Beeson,  P.  B.  and  McDermott,  W.:  Cecil-Loeb 
Textbook  of  Medicine.  Philadelphia  and  London: 
W.  B.  Saunders  Company,  1963,  p.  841. 

76.  Katz,  Y.  J.  and  Courdo,  S.  R.:  Chronic  Pyelone- 
phritis. Ann.  Rev.  Med.  18:481-496,  1962. 

77.  Miall,  M.  E.,  Kass,  E.  H.,  Ling,  J.  and  Stuart. 

K.  L.:  Factors  Influencing  Arterial  Pressure  in  the 
General  Population  in  Jamaica.  Brit.  Med.  J. 
5303:497-506  (Aug.  25)  1962. 

78.  Selye,  H.:  The  Physiology  and  Pathology  of  Ex- 
posure to  Stress.  Montreal,  Acta,  Inc.,  1950. 

79.  Chen,  Y.  K.  et  al:  Experimental  Studies  on  Acu- 
puncture in  the  Therapy  of  Massive  Hemorrhage. 
Zhong.  Waike.  Z.  1 1 : 377-378,  1963. 

80.  Chen,  Y.  K.  et  al:  Experimental  Studies  on 

Hemostasis  by  Acupuncture.  Zhong.  Waike.  Z. 
1 1:375-376,  1963  (Ch.). 

81.  Kvicala,  V.  et  al:  Effect  of  Acupuncture  on  Muscle 
Clearance  of  1-131.  Cesk.  Neurol.  28:51-55  (Jan.) 
1965  (Cz.). 

82.  Lecomte,  M.:  Cutaneous  Stimulotherapy : Prin- 

ciples, Mode  of  Action,  Results.  Scalpel  (Brux.) 
1 17:734-741  (Aug.  29)  1964  (Fr.). 

83.  Gorbulev,  IuL:  On  the  Problem  of  the  Effectiveness 
of  Acupuncture  in  the  Treatment  of  Facial  Neu- 
ritis. Azerbiadzh.  Med.  Zh.  9:29-35  (Sept.)  1961 
( Rus.). 

84.  Stearn,  J.:  Yoga,  Youth,  and  Reincarnation.  Gar- 
den City,  New  York.  Doubleday  & Company,  Inc., 
1965. 

85.  Wada,  S.:  Kanpo  Chiryo  Taiyo  (Synopsis  of  Thera- 
pies in  Oriental  Medicine).  Yokosuka,  Japan,  Ido 
no  Nippon  Sha,  1964  (Jap.). 

86.  Endroczi,  E.,  Lissak,  K..  Bohurst,  B.  and  Kovacs, 
S.:  The  Inhibitory  Influence  of  Archicortical  Struc- 
tures on  Pituitary-Adrenal  Functions.  Acta  Physiol. 
Assoc.  Sci.  Hung.  16:17,  1959. 

87.  Egdahl,  R.  H.:  Adrenal  Cortical  Function  in  Dogs 
with  Central  Nervous  System  Ablations.  In  Martini, 

L.  and  Pecile,  E.  (Eds.):  Hormonal  Steroids, 
Biochemistry.  Pharmacology,  and  Therapeutics: 
Proceeding  of  the  First  International  Congress  on 


Hormonal  Steroids.  New  York,  Academic  Press, 
1964. 

88.  Mandell,  A.  J..  Chapman,  L.  F..  Rand,  R.  W.  and 
Walter,  R.  D.:  Plasma  Corticosteroids;  Changes  in 
Concentration  After  Stimulation  of  Hippocampus 
and  Amygdala.  Science  139:1212-1216,  1963. 

89.  Rubin,  R.  T.,  Mandell,  A.  J.  and  Crandall,  P.  H.: 
Corticosteroid  Responses  to  Limbic  Stimulation  in 
Man;  Localization  of  Stimulus  Sites.  Science 
153:767-768,  1966. 

90.  Mason,  J.  W.:  The  Central  Nervous  System  Regu- 
lation of  ACTH  Function.  In  Jasper,  H.  H.,  Proc- 
tor, L.  D.,  Knighton,  R.  S.,  Nashey.  W.  C.,  Costella, 
R.  T.  (Eds.):  Reticular  Formation  of  the  Brain. 
Boston,  Little,  Brown,  1958. 

91.  Shealy,  C.  N.:  The  Physiological  Substrate  of  Pain. 
Headache  6:101-108.  1966. 

92.  Shealy,  C.  N.,  Taslitz,  N.  and  Mortimer,  J.  T.: 
Electrical  Inhibition  of  Pain:  Experimental  Evalua- 
tion. Anesth.  Analg.  46:299-305.  1967. 

93.  Shealy,  C.  N.,  Taslitz,  N.  and  Hochberg,  F.: 
Physiological  Standardization  of  Analgesics  and 
Anesthetics.  J.  Lancet  88:124,  1968. 

94.  Electroanalgesia  and  Electrohypalgesia.  Interna- 
tional Congress  Series  No.  212.  Amsterdam,  Ex- 
cerpta  Medica,  1969,  p.  322. 

95.  Shealy,  C.  N.,  Mortimer,  J.  T.  and  Reswick,  J.  B.: 

Electrical  Inhibition  of  Pain  by  Stimulation  of  the 
Dorsal  Columns:  Preliminary  Clinical  Report. 

Anesth.  Analg.  46:489-491,  1967. 

96.  Shealy,  C.  N.:  Dorsal  Column  Electroanalgesia. 
J.  Neurosurg.  32:560,  1970. 

97.  Shealy,  C.  N.:  Dorsal  Column  Electrohypalgesia. 
Read  before  the  Congress  of  Neurological  Surgeons, 
Miami,  Fla.,  1971. 

98.  Notermans,  S.  L.  H.:  Measurement  of  Pain  Thresh- 
old Determined  by  Electrical  Stimulation  and  Its 
Clinical  Application:  I.  Method  and  Factors  Pos- 
siblv  Influencing  the  Pain  Threshold.  Neurology 
16:1071,  1966. 

99.  Notermans,  S.  L.  H.:  Measurement  of  the  Pain 
Threshold  Determined  by  Electrical  Stimulation 
and  Its  Clinical  Application:  II.  Clinical  Applica- 
tion in  Neurological  and  Neurosurgical  Patients. 
Neurology  17:58,  1967. 

100.  Melzack,  R.  and  Wall,  P.  D.:  Pain  Mechanisms: 
A New  Theory.  Science  150:971,  1965. 

101.  Dimond.  E.  Grey:  AcuDuncture  Anesthesia.  JAMA 
218:1558-1563  (Dec.  6)  1971. 


ANSWERS  ON  TEST  PAPERS 

“A  census  taker  is  a man  who  goes  from  house  to  house  increas- 
ing the  population.  . . . My  favorite  composer  is  Opus.  . . . The 
Pony  Express  allowed  a person  to  ship  Shetland  ponies  by  mail. 

. The  United  States  is  separated  from  Mexico  by  the  Real 
Brandy.  ...  A Conservative  is  a kind  of  greenhouse  where  you 
look  at  the  moon.  . . . Beethoven  wrote  music  even  though  he  was 
deaf.  He  was  so  deaf  he  wrote  loud  music.  He  expired  in  1827  and 
later  died  from  this.  ...  A Scout  obeys  and  respects  all  duly  con- 
stipated authorities.” 

— Mississippi  Educational  Advance 
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Methaqualones  “Heroin  for  Lovers” 


JOHN  F.  RUSSELL,  M.D. 
Gulfport,  Mississippi 


On  the  street  they  are  known  as  Quales  . . . 
Soaps  . . . Ludes  Love  Pills  ...  the  hottest  drug 
going.  After  all,  they  aren’t  addicting,  they  take 
away  all  your  troubles,  they  give  a great  body  feel, 
and  unlike  heroin,  which  puts  you  out  of  the  scene 
entirely,  they  are  great  for  lovin’.  If  you  don’t 
believe  it,  ask  anyone  in  the  drug  scene.  The  best 
part  of  all  is  that  they  are  easy  to  come  by 
legally.  All  you  need  is  a script  from  your  family 
physician  and  you  can  get  it  legally  . . . refill  it 
as  often  as  you  want  without  any  problem.  After 
all,  it  isn’t  even  mentioned  under  the  Drug  Abuse 
Control  Act  of  1970.  What  more  could  any  “drug- 
ger”  ask  for? 

What  is  this  great  panacea  of  the  drug  world, 
this  heroin  for  lovers?  It  is  Methaqualone,  first 
introduced  to  the  United  States  in  1965  by  the 
William  H.  Rorer  Co.  under  the  trade  name 
Quaalude.  Since  that  time  many  other  pharmaceu- 
tical companies  have  jumped  on  the  band  wagon 
and  we  now  have  many  Methaqualone  products 
. . . Parest,  Sopor,  Somnafac,  and  even  some  “up 
and  down”  combinations  of  Amphetamine  and 
Methaqualone  such  as  the  Biphetamine  T.  Metha- 
qualone is  a 2.3-disubstituted  quinazolinone  . . . 
2 methyl-3tolyl-4(3H)quinazolinone.  It  was  svn- 
thesized  in  Tndia  in  1955,  worked  its  way  to  En- 
gland and  then  to  the  United  States. 

Seven  months  after  it  was  introduced  in  Great 
Britain,  there  was  a marked  increase  in  the  num- 
ber of  acute  poisonings.  Five  per  cent  of  the 
patients  admitted  to  the  Royal  Infirmary,  Edin- 
burgh, Scotland,  Poison  and  Treatment  Center 
had  acute  overdose  reactions  from  Methaqualone. 
Later  this  figure  went  as  high  as  15  per  cent. 
Legitimate  sales  from  1965  to  1972  in  the  United 
States  increased  400  per  cent  and  are  still  climb- 
ing. In  one  eastern  university,  as  many  as  5,000 
pills  are  reported  to  have  been  sold  in  a single 
day.  There  have  been  so  many  acute  poisonings 


Director,  Mississippi  Gulf  Coast  Drug  Abuse  Center, 
Gulfport,  Miss. 


and  acute  withdrawal  symptoms  from  this  “safe, 
non-addicting”  hypnotic  substitute  for  barbiturates 
that  Mike  Douglas  devoted  half  of  one  of  his  “60 
Minutes”  in  1972  to  the  dangers  and  problems 
occurring  all  over  the  country  as  a result  of  the 
Methaqualones. 


The  history  and  etiology  of  the  latest  drug 
abuse  epidemic,  Methaqualone,  is  given. 
The  author  discusses  valid  medical  uses  and 
the  qualities  the  drug  produces  in  abusers. 
He  emphasizes  that  the  drug  is  being  abused 
in  Mississippi  as  evidenced  by  case  reports 
from  the  Mississippi  Gidf  Coast  Drug  A buse 
Center. 


What  is  the  truth  of  the  matter?  A professional 
journal  advertises  Methaqualone  as  an  effective 
hypnotic  with  all  of  the  advantages  of  other  hyp- 
notics and  none  of  the  disadvantages.  It  says, 
“Patients  awake  refreshed,  alert  and  pleasant,  fit 
for  physical  and  mental  activities.  Headaches  and 
other  side  effects  are  minimal.”  Methaqualones 
are  not  on  the  controlled  substance  list.  Physicians 
were  at  first  led  to  believe  that  they  were  safe 
and  non-addicting  and  many  freely  prescribed 
them.  Perhaps  this  thinking  is  due  to  the  fact  that 
the  Methaqualone’s  mode  of  action  is  on  a differ- 
ent C.N.S.  site  than  that  acted  upon  by  the  bar- 
bituric acid  derivatives.  Unlike  the  barbiturates, 
its  action  is  not  due  to  direct  depression  of  the 
midbrain  reticular  system.  High  doses  of  Metha- 
qualone depress  the  polysynaptic  reflexes,  with 
little  or  no  effect  on  the  monosynaptic  reflexes, 
skeletal  muscles  or  spinal  ganglion.  It  raises  the 
threshold  for  electrically  induced  seizures  and  pro- 
duces but  minor  suppression  of  REM  sleep.  There 
is  no  excitation  phase.  It  is  readily  absorbed  by 
the  gastrointestinal  tract,  transported  in  the 
plasma,  and  distributed  in  areolar  tissue,  liver  and 
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brain  tissue.  It  is  metabolized  in  the  liver.  As  well 
as  being  a hypnotic,  it  has  antitussive  and  anti- 
spasmodic  properties.  When  taken  as  prescribed 
it  is  a valuable  adjunct  to  the  physician’s  arma- 
mentarium. Methaqualone  produces  drowsiness 
within  10  to  30  minutes,  and  the  patient  generally 
falls  into  a restful  sleep  which  lasts  approximately 
six  to  eight  hours.  Supposedly  the  patient  can  be 
awakened  at  any  time  and  have  full  control  of  all 
faculties  without  adverse  reaction.  On  paper,  and 
as  prescribed,  Methaqualone  is  an  ideal  drug  to 
use  as  a sedative. 

Thus  it  has  gained  a reputation  for  being  a 
safe  substitute  for  barbiturates  and  heroin.  It  is 
readily  available  on  the  street  and  abusers  have 
no  difficulty  in  obtaining  it  by  prescription  or  from 
the  family  pusher,  the  medicine  cabinet.  The 
reports  received  from  other  areas  and  interviews 
with  clients  of  the  Mississippi  Gulf  Coast  Drug 
Abuse  Center  indicate  that  Methaqualone  is  one 
of  the  most  desired  if  not  THE  most  desired  drug 
for  nonmedical  use  on  the  street  today.  “Eating 
a couple  of  Quales”  produces  a euphoric  high,  a 
“body  feel.”  There  is  no  mind-altering  effect  such 
as  is  found  with  some  of  the  abused  barbiturates. 
Usually  the  abuser  first  becomes  relaxed.  His 
worries  and  cares  melt  away.  Tingling,  a pins 
and  needles  sensation,  may  be  present  along  with 
a warm,  comforting  feeling.  Formication  is  a com- 
mon persisting  symptom  at  the  Mississippi  Gulf 
Coast  center.  Many  users  claim  aphrodisiacal 
Droperties;  hence  the  street  name,  “heroin  for 
lovers.”  Approximately  an  hour  after  ingestion, 
incoordination  occurs,  particularly  of  the  extremi- 
ties. Speech  becomes  slurred  and  slow;  conversa- 
tion is  difficult.  At  this  point,  the  abuser  fights 
off  sleep  in  order  to  enjoy  the  sensation  he  is 
experiencing  to  the  fullest  extent.  “Luding  Out” 
or  taking  300-450  mg  of  Methaqualone  with  wine 
is  also  a popular  method  of  abuse.  Herein  lies  the 
greatest  danger.  The  combination  of  alcohol  and 
Methaqualone  has  accounted  for  most  of  the  toxic 
reactions  seen  at  the  center.  Because  of  the  syner- 
gistic action  of  this  combination,  overdose,  coma, 
and  death  are  a great  problem.  Most  fatal  cases 
of  large  doses  of  Methaqualone  have  been  in  com- 
bination with  alcohol. 

Another  reason  for  fatalities  from  Metha- 
qualone is  that  the  fatal  dose  remains  constant 
(about  125  mg/ Kg  body  weight)  even  though 
tolerance  does  develop.  Eventually  the  fatal  dose 
and  the  “euphoric”  dose  become  dangerously 
close,  so  that  a couple  of  drinks  could  tip  the 
balance. 

Coma  has  been  known  to  occur  following  2.4 
gms  of  Ouaalude.  It  is  interesting  to  note  that 
Methaqualone  produces  coma  without  affecting 


the  gag  reflex  and  without  significant  alteration  of 
pulse  rate,  respiration,  blood  pressure,  or  pain 
response.  This  is  of  benefit  when  using  Metha- 
qualone to  potentiate  analgesic  action  of  pre- 
anesthetic medication,  yet  it  complicates  the  eval- 
uation of  a patient’s  homeostatic  status.  Two  of 
our  patients  would  revive  momentarily  and  then 
slip  back  into  coma.  The  recommended  manage- 
ment of  overdose  includes  prompt  evacuation  of 
gastric  contents,  maintenance  of  adequate  ventila- 
tion and  supportive  measures.  Dialysis  may  be 
helpful.  It  is  important  to  remember  that  analep- 
tics are  contraindicated. 

Adverse  physiological  reactions  to  Metha- 
qualone abuse  have  been  noted  in  clinical  studies. 
These  include  irritability,  headache,  restlessness, 
anxiety,  hangover  and  torpor.  Dermatological 
symptoms  such  as  skin  eruptions,  urticarial  reac- 
tions, diaphoresis,  bromhidrosis  and  exanthema 
have  been  noted. 

An  interesting  reaction  to  Methaqualone  was 
noted  in  a clinical  study  of  a polydrug  abuser  at 
the  Mississippi  Gulf  Coast  Drug  Abuse  Center. 
A childhood  stutter  which  had  been  overcome 
and  was  not  otherwise  in  evidence  would  reoccur 
following  abuse  of  Methaqualone.  Within  24 
hours  after  discontinuing  Methaqualone,  the  stut- 
ter would  disappear  until  the  next  episode  of 
Methaqualone  abuse. 

METHAQUALONE  DEPENDENCY 

Besides  having  tolerance  and  overdose  poten- 
tial, Methaqualone  also  produces  psychological 
and  physical  dependency.  Madden  reported  four 
cases  of  physical  dependency  as  far  back  as  1966, 
and  we  have  had  three  cases  at  the  Gulf  Coast 
center  in  the  past  year.  Therefore,  evaluation  of 
the  patient  should  be  considered  as  to  the  addic- 
tion-prone potential  before  the  physician  pre- 
scribes Methaqualone.  Warnings  of  dependency 
should  be  given  and  the  dangers  of  combination 
with  alcohol  should  be  emphasized.  Methaqualone 
is  not  recommended  for  children  under  15  years 
of  age  nor  during  pregnancy. 

As  with  any  addictive  substance,  upon  discon- 
tinuance of  Methaqualone,  withdrawal  syndrome 
occurs.  Schnoll  et  al  describes  three  cases  where 
subjects  were  taking  from  600  mg  to  3,000  mg 
of  Methaqualone  daily.  When  the  drug  was  with- 
drawn, abdominal  cramps,  headaches,  insomnia, 
anorexia,  and  nightmares  were  experienced.  Ewart 
and  Priest  found  delirium  tremens  to  be  the  main 
effect  of  withdrawal  from  Methaqualone.  Neu- 
rological signs  can  include  positive  Babinski,  deep 
tendon  reflex  increase  and  myoclonia.  Cardio- 
vascular complications  include  acute  cardiac  fail- 
ure, tachycardia  and  increased  vascular  permea- 
bility. At  the  center  we  have  noted  coarse  tremors 
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and  antisocial  behavior  to  be  common.  Kato 
reported  that  antisocial  behavior  was  the  chief 
complaint  of  withdrawal  from  Methaqualone.  He 
noted  7 per  cent  had  convulsions  and  9 per  cent 
had  symptoms  of  delirium.  Swatzburg  describes 
a 32-year-old  man  who  survived  a grand  ntal 
seizure  resulting  in  multiple  fractures  of  the  facial 
bones.  Because  of  these  possibilities  upon  with- 
drawal of  Methaqualone,  it  is  important  for  the 
physician  to  know  that  one  should  not  withdraw 
without  a period  of  graduated  detoxification.  As 
with  barbiturates,  “cold  turkey”  can  produce  con- 
vulsions and  death. 

One  method  of  detoxification  is  to  decrease  the 
daily  dose  of  the  abuser  by  150  mg  at  three  day 
intervals.  Another  method  reported  is  a decrease 
of  150  mg  daily.  Another  possibility  is  to  hos- 
pitalize the  patient  and  substitute  a long  acting 
barbiturate  for  the  Methaqualone  and  proceed 
with  barbiturate  withdrawal  while  the  patient  is  in 
the  hospital. 

As  with  any  addicting  drug,  treatment  of  the 
physical  dependency  is  not  enough  in  itself,  and 


it  is  important  to  take  note  of  and  treat  the 
psychological  dependency  as  well.  This  is  perhaps 
the  most  difficult  part  and  must  be  an  individ- 
ualized program.  *** 

1202  Broad  Avenue  (39501) 
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HOW  TO  REACH  A NONDOCTOR 

It  was  not  a doctor  I was  calling:  It  was  a lawyer  or  an  insur- 
ance representative  or  a mechanic.  Anyway,  he  didn’t  answer.  So 
I rang  the  “if  no  answer,  call”  number. 

They  were  right.  Nobody  answered. 

— Nebraska  Medical  Journal 
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Radiologic  Seminar  CXXXIII: 
Intermittent  Duodenal  Obstruction— 

A Case  Report 

WILLIAM  C.  YARBROUGH,  M.D. 

Greenville,  Mississippi 


A 26-year-old  patient  was  admitted  on  Sept.  7, 
1972,  with  a two  month  history  of  intermittent 
vomiting,  abdominal  pain,  intermittent  constipa- 
tion and  diarrhea.  The  patient  had  been  only  on 
oral  intake  of  cokes.  Her  height  was  5'  6";  weight, 
76  pounds. 

On  admission,  the  first  film  revealed  abdominal 
distention;  the  stomach  was  markedly  dilated,  and 
the  duodenum  was  markedly  dilated.  Five  thou- 
sand cc.  fluid  was  evacuated  immediately.  No 
gastrografin  passed  the  third  portion  of  the  duo- 
denum. The  patient  was  sent  to  her  room  with 
Cantor  tube  in  place.  Cantor  tube  eventually 
passed  the  third  portion  of  the  duodenum  and  the 
patient  was  kept  on  continuous  suction  with 
another  smaller  tube  in  the  stomach. 

On  Oct.  22,  1972,  the  patient  had  an  opera- 
tion. There  was  enlargement  of  the  first  and  sec- 
ond portions  of  the  duodenum.  The  entire  duo- 
denum was  freed  by  a Kocher  maneuver.  The 
duodenum  was  opened  vertically  and  closed  trans- 
versely and  was  freely  movable  beneath  the  su- 
perior mesenteric  artery  and  was  returned  in  this 
position.  The  gastrostomy  tube  was  in  place.  Hy- 
peralimentation was  used  and  the  patient  contin- 
ued to  improve  and  was  discharged  on  Nov.  16, 
1972. 

The  last  film  was  made  on  July  3,  1973,  at 
which  time  the  patient  weighed  136  pounds  and 
was  free  of  symptoms. 

The  duodenum  has  received  its  name  from 
being  about  equal  in  length  to  the  breadth  of 
12  fingers  (25  cm.).  It  is  the  shortest,  the  widest 
and  the  most  fixed  part  of  the  small  intestine  and 
has  no  mesentery  being  only  partially  covered  by 
peritoneum.  Its  course  presents  a remarkable 


From  the  Department  of  Radiology.  General  Hospital, 
Greenville,  Miss. 

Sponsored  by  the  Mississippi  Radiological  Society. 


curve  somewhat  in  the  shape  of  an  imperfect  circle 
so  that  its  termination  is  not  far  removed  from  its 
starting  point. 

Commencing  at  the  pylorus  it  passes  back- 
ward, upward  and  to  the  right  beneath  the  quad- 
rate lobe  of  the  liver  to  the  neck  of  the  gall 
bladder,  varying  slightly  in  direction  according 
to  the  degree  of  distention  of  the  stomach.  It 
then  takes  a sharp  curve  and  descends  along  the 
right  margin  of  the  head  of  the  pancreas  for  a 
variable  distance,  generally  to  the  level  of  the 
upper  border  of  the  body  of  the  fourth  lumbar 


Figure  1 . Marked  gastric  distention. 
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Figure  2.  Tube  passed  into  the  stomach. 


Figure  3.  Tube  passed  into  distal  ileum  relieving 
obstruction. 


vertebrae.  It  now  takes  a second  bend  and  passes 
from  right  to  left  across  the  vertebral  column 
having  a slight  inclination  upward,  and  on  the  left 
side  of  the  vertebral  column  having  a slight  in- 
clination, it  ascends  for  about  2.5  cm.  and  then 
ends  opposite  the  second  lumbar  vertebra  in  the 
jejunum.  As  it  unites  with  the  jejunum  it  turns 
abruptly  forward  forming  the  duodenal-jejunal 
flexure. 

From  the  above  description  it  will  be  seen  that 
the  duodenum  may  be  divided  into  four  portions, 
superior  or  bulb,  descending  or  second  portion, 
horizontal  or  third  portion  and  ascending  or  fourth 
portion.  The  horizontal  portion  is  the  one  that 
concerns  us  here.  It  is  crossed  by  the  superior 
mesenteric  vessels  and  the  mesentery.  Its  front 
surface  is  covered  by  peritoneum  except  near  the 
middle  line  where  it  is  crossed  by  the  superior 
mesenteric  vessels.  Its  posterior  surface  is  un- 
covered by  peritoneum  except  toward  its  left  ex- 
tremity where  the  posterior  layers  of  mesentery 
may  sometimes  be  found  covering  it  to  a variable 
extent.  It  rests  upon  the  right  crus  of  the  dia- 
phragm, the  inferior  vena  cava  and  the  aorta. 
The  upper  surface  is  in  relationship  with  the 
head  of  the  pancreas.  Of  extrinsic  obstructions 
the  most  common  and  the  most  important  is 
volvulus  of  the  entire  midgut.  Volvulus  of  this 


Figure  4.  Appearance  of  stomach  and  duodenum 
after  surgical  correction  of  bands. 
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type  is  due  to  faulty  rotation  of  the  midgut  and 
faulty  fixation  of  its  mesentery. 

Failure  of  rotation,  incomplete  rotation  and  re- 
verse rotation  all  predisposed  to  volvulus  of  the 
midgut  around  the  central  axis  of  the  superior 
mesenteric  artery  with  compression  and  obstruc- 
tion of  the  third  portion  of  the  duodenum.  It  may 
occur  before  birth,  soon  after  birth,  months  or 
years  after  birth  or  may  never  occur.  Volvulus 
of  the  midgut  is  a dynamic  lesion  and  there  may 
be  frequent  spontaneous  remissions  and  relapses 


in  a course  of  a few  weeks  or  several  years  with 
a highly  fluctuating  clinical  picture.  Chronic  fluc- 
tuating congenital  obstruction  at  the  end  of  the 
duodenum  is  often  due  to  congenital  compression. 
Peritoneal  bands  produce  transitory  obstruction 
with  severe  vomiting  which  may  be  subsided  com- 
pletely before  another  attack.  In  a chronically 
vomiting  patient,  mega  duodenum  is  an  indication 
for  exploratory  surgery  and  removal  of  the  offend- 
ing peritoneal  structures  or  bands.  *"** 

General  Hospital  (38701) 


ALL  HIS  WORLDLY  GOODS? 

She  was  16,  he  was  17,  and  the  parents  were  opposed  to  the 
wedding.  When  the  minister  asked  the  youthful  bridegroom  to 
repeat  after  him,  “With  all  my  worldly  goods  I thee  endow,” 
his  mother  nudged  her  husband  and  whispered,  “There  goes  his 
motor  scooter.” 
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“Why  Belong  to  AMA?” 

ARTHUR  A.  DERRICK,  JR.,  M.D. 

Durant,  Mississippi 


A new  pamphlet  will  be  mailed  to  all  dues-paying  AMA  mem- 
bers this  month  identifying  and  describing  the  tangible  benefits  of 
membership,  listing  such  things  as  low-cost  insurance  programs,  re- 
tirement plans,  publications,  and  so  forth.  I can’t  remember  see- 
ing any  such  list  enumerating  the  intangible  benefits. 

It  made  me  think  . . . Damn!  There  must  be  a lot  of  them,  a lot 
more  than  just  belonging  to  the  parent  organization,  more  than  just 
getting  the  Journal  every  week,  more  than  sending  in  a sizable 
check  every  year  (I  just  paid  mine!)  to,  among  other  things,  sup- 
port a lobby  in  Washington  to  present  our  side  to  the  steadily 
widening  wedge  of  government  involvement  in  medical  affairs. 

I believe  that  word  “our”  is  the  touchstone.  When  each  of  us 
made  our  decision  to  enter  this  great  demanding  profession, 
whether  as  a stripling  tentatively  dissecting  a turtle’s  innards,  or  as 
a gangling  adolescent  with  the  acrid  acid  scent  of  chemistry  lab 
in  his  nostrils,  or  even  as  an  unsure  collegian  confronted  with 
seemingly  innumerable  avenues  of  effort,  we,  perhaps  unknowingly, 
joined  a pilgrim  band,  long  established,  dedicated  to  easing  the 
pains  and  sufferings  of  humanity.  Right  then  we  made  our  commit- 
ment and,  unsolicited,  joined  this  confraternity  of  help  and  succor 
to  our  fellow  wanderers. 

It  is  easy  to  rationalize  a totally  independent  existence.  After  the 
long  and  arduous  training  we  all  endured  and  the  uncertainties  of 
setting  up  practice,  it  is  only  natural  that  we  should  welcome  the 
benefits  of  an  established  practice,  both  monetary  and  ego-satisfy- 
ing. It  is  also  easy  to  forget  that  we  owe  an  enormous  debt  to  our 
predecessors,  our  preceptors  and  our  professional  colleagues. 

We  are  all  American.  We  are  all  medical.  And  we  sure  as  hell 
need  to  associate,  now  as  never  before.  *** 
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Mississippi’s  Participation  in  the  SSA 

Disability  Program 


Under  the  provisions  of  the  Social  Security 
disability  program,  the  nation's  largest  disability 
plan,  a worker  under  65  years  of  age  can  receive 
monthly  benefits  if  he  or  she  becomes  unable  to 
work  due  to  a mental  or  physical  impairment  that 
has  lasted — or  is  expected  to  last — at  least  12 
months  or  is  expected  to  result  in  death. 

More  than  96  million  workers  can  count  on 
monthly  cash  benefits  in  the  event  of  such  severe 
and  extended  disability.  In  addition,  the  depen- 
dents of  these  workers  are  also  eligible  for  month- 
ly benefits.  Over  1.8  million  workers  and  1.4  mil- 
lion dependents  are  now  receiving  disability  bene- 
fits at  the  rate  of  almost  $5  billion  a year  because 
someone  in  the  family — usually  the  breadwinner 
— is  disabled. 

Currently,  28,773  disabled  workers  in  Missis- 
sippi are  collecting  $4,464,991  a month  in  bene- 
fits. In  addition,  6,585  wives  or  husbands  of  dis- 
abled workers  and  21,912  children  of  disabled 
workers  in  the  state  are  receiving  $291,040  and 
$853,342,  respectively. 

The  latest  year  for  which  tabulated  data  is 
available  showing  disabled  worker  diagnostic  pat- 
terns by  state  is  1970.  Disabled  workers  in  Mis- 
sissippi who  began  receiving  benefits  in  that  year 
constituted  5,086  of  the  350,384  new  benefici- 
aries nationwide. 

Table  1 compares  the  frequency  of  diagnostic 


groups  in  Mississippi  with  the  U.  S.  overall.  It 
shows  that  diseases  of  the  circulatory  system  com- 
prised the  largest  diagnostic  group  in  the  country 
in  1970.  Diseases  of  the  musculo-skeletal  system 
and  mental  disorders,  including  psychoneurotic 
and  personality  disorders,  were  the  second  and 
third  largest  diagnostic  groups,  respectively.  All 
states  do  not,  however,  follow  this  pattern. 

Of  these  overall  diagnostic  groups,  the  most 
prevalent  primary  diagnosis  in  both  Mississippi 
and  the  nation  in  1970  was  chronic  ischemic 
heart  disease.  The  state  recorded  1,055  cases  that 
year.  The  nation’s  second  most  common  primary 
diagnosis,  schizophrenic  disorders,  accounted  for 
189  cases  in  Mississippi.  Following  these,  in  order 
of  decreasing  national  prevalence,  was  osteo- 
arthritis and  allied  conditions,  with  Mississippi 
reporting  256  cases,  followed  by  emphysema  with 
149  cases.  There  were  235  cases  of  displacement 
of  intervertebral  disc  in  Mississippi;  150  cases  of 
diabetes  mellitus,  and  rheumatoid  arthritis  and 
allied  conditions  accounted  for  152  cases  in  the 
state  that  year.  Cerebrovascular  disease,  listed 
eighth  among  the  most  prevalent  primary  diag- 
noses in  1970,  recorded  185  cases  in  Mississippi; 
malignant  neoplasm  of  trachea  and  lung  79  cases; 
and  neuroses  ranked  tenth  with  134  cases. 

In  making  disability  determinations,  the  agency 
uses  medical  criteria  developed  by  the  Social  Se- 
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TABLE  1 


SOCIAL  SECURITY  WORKER  DISABILITY  ALLOWANCES,  1970- 

DIAGNOSTIC  GROUPS 


Diagnostic  Group 


U.  S. 

PER  CENT 


Mississippi 

PER  CENT 


Diseases  of  the  circulatory  system  

Diseases  of  the  musculo-skeletal  system 
Mental,  psychoneurotic,  and  personality  disorders 

Neoplasms  

Accidents,  poisonings,  and  violence 

Diseases  of  the  respiratory  system 

Diseases  of  the  nervous  system  and  sense  organs 
Allergic,  endocrine  system,  metabolic,  and  nutritional 

diseases  

Diseases  of  the  digestive  system  

Infective  and  parasitic  diseases  

Other  

Total  


108,906 

31.1 

1,789 

35.2 

52,086 

14.9 

939 

18.5 

38,406 

11.0 

517 

10.2 

36.095 

10.3 

363 

7.1 

28,231 

8.1 

365 

7.2 

24,254 

6.9 

258 

5.1 

22,575 

6.4 

249 

4.9 

13,141 

3.8 

232 

4.6 

9,05 1 

2.6 

99 

1.9 

8,760 

2.5 

133 

2.6 

8,875 

2.5 

142 

2.8 

350,384 

100.0* 

5,086 

100.0* 

* Figures  may  total  more  or  less  than  100.0  due  to  rounding. 


curity  Administration  to  insure  uniform  evalua- 
tion of  all  applicants  regardless  of  where  they 
live  and  to  help  simplify  and  speed  the  decision 
process.  The  complete  criteria,  including  the  med- 
ical findings  listed  by  body  system,  are  contained 
in  a handbook  designed  especially  for  profession- 
als who  come  in  contact  with  the  disabled  popu- 
lation. The  handbook  may  be  obtained  from  the 
Disability  Determination  Unit,  P.  O.  Box  1271, 
Jackson  39205. 

E.  P.  Rawson 

Disability  Determination  Unit 

Jackson,  Miss.  39205 


JOIN 


MPAC 


TODAY 


SBH  Places  6 Drugs 
in  Schedule  III 

The  Mississippi  State  Board  of  Health  in  regu- 
lar session  on  Aug.  9,  1973,  voted  that  the  fol- 
lowing substances  be  placed  in  Schedule  III  of  the 
Mississippi  Controlled  Substances  Act: 

benzphetamine  (marketed  under  the  name  of 
Didrex  by  the  Upjohn  Company) ; 

chlorphentermine  (marketed  under  the  name 
of  Pre-Sate  by  Warner-Chilcott  Labora- 
tories, Division  of  the  Warner-Lambert 
Company) ; 

clortermine  (a  new  drug  soon  to  be  marketed 
under  the  name  of  Voranil  by  the  USV 
Pharmaceutical  Corporation); 

mazindol  (a  new  drug  soon  to  be  marketed 
under  the  name  of  Sanorex  by  Sandoz  Phar- 
maceutical, Division  of  Sandoz-Wander, 
Inc.); 

phendimetrazine  (marketed  under  a variety  of 
names  by  at  least  20  different  companies,  the 
most  prominent  of  which  is  Plegine  by 
Ayerst  Laboratories); 

and  that 

fenfluramine  (a  new  drug  to  be  marketed  un- 
der the  name  of  Pondamin  by  A.  H.  Robins 
Company) 

be  placed  in  Schedule  IV,  in  order  to  conform  to 
the  Federal  Controlled  Substances  Act. 
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Book  Reviews 

Critical  Surgical  Illness.  Edited  by  James  D. 
Hardy,  M.D.  679  pages  with  illustrations.  Phila- 
delphia, Pa.:  W.  B.  Saunders  Company,  1971. 

Critical  Surgical  Illness  represents  a series  of 
detailed  discussions  by  well  known  authors  of 
subjects  frequently  encountered  by  today's  active 
surgeon.  The  authors  have  been  carefully  selected 
by  the  editor  and  are  readily  recognized  for  their 
leadership  in  their  respective  fields. 

Each  chapter  usually  includes  pathophysiology, 
diagnosis,  treatment  and  prevention.  Many  chap- 
ters deal  with  a general  subject  such  as  pulmo- 
nary insufficiency,  shock,  oliguria,  wound  dehis- 
cence, postoperative  bleeding,  etc.  while  others 
such  as  suppurative  cholangitis,  Z-E  tumors,  in- 
fected arterial  grafts,  etc.  are  discussed  as  specific 
entities. 

While  each  subject  should  be  interesting  to  to- 
day’s surgical  practitioner,  the  opening  chapter 
on  post-traumatic  pulmonary  insufficiency  by  Dr. 
Frances  Moore  was  especially  timely  and  interest- 
ing. Many  of  the  authors,  while  being  thorough, 
are  concise  making  their  subject  more  readily  use- 
ful for  reference. 

This  excellent  book  should  be  of  value  as  a 
practical  reference  for  each  general  surgeon  en- 
gaged in  a busy  surgical  practice  today. 

R.  S.  Caldwell,  M.D. 

Tupelo,  Miss. 

Cancer  Diagnosis  in  Children.  By  L.  D.  Sam- 
uels, M.D.  131  pages  with  illustrations.  Cleveland, 
Ohio:  The  CRC  Press,  1972.  $26.00. 

This  book  is  concerned  with  the  general  and 
specific  approaches  to  the  diagnosis  of  cancer  in 
children — the  number  one  fatal  disease  in  the  pe- 
diatric age  group.  Principal  emphasis  is  placed  on 
the  available  but  ever-changing  information  re- 
garding diagnostic  nuclear  medicine  and  tumor 
detection. 

Though  the  book  devotes  67  of  its  131  pages 
to  radionuclide  choices  and  techniques  and  x-ray 
photographic  scan  illustrations  (beautifully  dem- 
onstrated and  with  lesions  clearly  defined),  the 
rapid  evolution  within  this  field  “dates”  this  ma- 
terial at  about  1971.  On  the  other  hand,  the  au- 
thor is  to  be  complimented  for  the  logical  and 


lucid  details  involving  the  rationale  for  the  use  of 
Technetium-99m,  Mercury-197,  Strontium-87m, 
1-131  Rose  Bengal,  and  other  isotopes  in  demon- 
strating neoplasms. 

Perhaps  one  of  the  strongest  points  of  the  book 
is  the  very  first  chapter  which  deals  with  the  gen- 
eral history  and  physical  examination  of  the  child 
suspected  of  having  cancer.  The  author’s  ap- 
proach to  a good  physical  examination  in  the  pe- 
diatric patient  is  worth  a review  by  any  practicing 
physician. 

I certainly  would  recommend  this  book  as  a 
reference  for  those  who  are  interested  in  or  plan 
to  utilize  radioisotope  scanning  techniques  (with 
the  obvious  assistance  of  persons  trained  in  their 
use)  in  diagnostic  evaluation  of  children  with 
suspected  malignancy.  Though  some  areas  of  pe- 
diatric oncology  are  obviously  slighted,  the  pri- 
mary purpose  of  the  book  is  to  acquaint  physi- 
cians with  the  distinct  usefulness  and  apparent 
safety  of  these  radioactive  materials. 

John  D.  McEachin,  M.D. 

Meridian,  Miss. 


Godfrey  E.  Arnold  and  Myron  W.  Lockey 
of  Jackson  and  UMC  attended  the  meetings  of  the 
American  Academy  of  Ophthalmology  and  Oto- 
laryngology in  Dallas. 


H.  B.  Barnes  of  Hattiesburg  has  received  a com- 
munity service  award  from  the  Petal  Optimist 
Club  noting  his  long  service  as  team  physician  for 
the  Petal  High  School  Panthers. 


Alfred  W.  Brann,  Jr.,  of  Jackson  and  UMC 
has  been  elected  president  of  the  14-state  South- 
ern Perinatal  Association. 


Hugh  P.  Brown  announces  the  opening  of  his 
offices  for  the  practice  of  orthopaedic  surgery  at 
Suite  510,  St.  Dominic  Medical  Offices,  971 
Lakeland  Drive  in  Jackson. 


Joe  Bumgardner,  Ray  Lyle  and  George 
Walker  have  set  up  their  respective  practices  in 
Starkville.  Dr.  Bumgardner  is  a general  surgeon 
(offices  located  at  517  University  Drive);  Dr. 
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Lyle  a pediatrician;  and  Dr.  Walker  an  ophthal- 
mologist. 

Clyde  Burgess  and  Benjamin  Nutt  began  the 
practice  of  medicine  in  Holly  Springs  this  month. 
Dr.  Burgess  will  have  his  offices  in  the  Marshall 
County  Hospital,  and  Dr.  Nutt’s  office  will  be  in 
the  Wallace  Building. 

Charles  Caccamise  and  James  G.  Thompson 
of  Jackson  and  Jim  M.  Brock  of  McComb  were 
among  21  former  presidents  of  the  Louisiana 
Dermatological  Society  recently  honored  in  New 
Orleans  at  a special  meeting  of  the  organization. 

Joel  T.  Callahan  announces  the  association  of 
A.  Gary  Boone  (internal  medicine  and  nephrol- 
ogy) and  Thomas  H.  Greer  (internal  medicine 
and  cardiology)  at  the  Internal  Medicine  Clinic, 
1504  20th  Avenue  in  Meridian. 

Carlos  M.  Chavez  of  Jackson  was  visiting  lec- 
turer for  the  Sociedad  Regiomontande  De  Cari- 
ologia  meeting  in  Monterrey,  Mexico. 

Robert  Donald  of  Pascagoula  and  James 
Thompson  of  Moss  Point  have  retired  as  Direc- 
tors of  the  Pascagoula-Moss  Point  Area  Chamber 
of  Commerce. 

Miguelito  Fernando  has  joined  the  practice  of 
Virginia  Tolbert  at  Ruleville.  Dr.  Fernando  is 
specializing  in  obstetrics  and  gynecology. 

The  Surgical  Clinic,  P.A.,  and  Drs.  Meena  and 
Tyler,  P.A.,  of  Jackson  announce  that  the  two 
professional  corporations  have  merged  and  will 
hereafter  practice  under  the  name  of  the  Surgical 
Clinic,  P.A.,  at  Suite  400,  Medical  Plaza  Building, 
1600  North  State  Street,  Jackson  39202.  Com- 
posing the  group  are  James  C.  Griffin,  Jr., 
J.  Harvey  Johnston,  Jr.,  Thomas  L.  Kilgore, 
Jr.,  Martin  H.  McMullan,  Albert  L.  Meena, 
W.  Coupery  Shands,  and  Henry  B.  Tyler. 

Harold  K.  Hudson  was  guest  speaker  at  a meet- 
ing of  District  25  Nurses  Association  in  Tupelo. 
Dr.  Hudson  discussed  cancer  of  the  larynx. 

Donald  T.  Imrie  of  Vicksburg  attended  the  New 
York  Academy  of  Sciences  Conference  on  “Elec- 
trically Mediated  Growth  Mechanisms  in  Living 
Systems.” 

Michael  E.  Jabaley  of  Jackson  and  UMC  at- 
tended a “Cancer  of  the  Head  Symposium”  in 
Baltimore  recently.  Dr.  Jabaley  has  also  been 
named  to  the  Plastic  Surgery  Research  Council. 


His  research  interests  are  head  and  neck  cancer 
and  surgery  of  the  hand. 

A.  Jerald  Jackson  has  associated  with  the  de- 
partment of  internal  medicine  of  the  Hattiesburg 
Clinic  Professional  Association  in  Hattiesburg. 

John  F.  Jackson  of  Jackson  and  UMC  spoke  at 
the  Blackford  Memorial  Lectures  of  the  Grayson 
County  Medical  Society  in  Denison,  Tex. 

W.  Arthur  Jones  announces  the  opening  of  his 
office  for  the  practice  of  cardiology  at  Suite  226, 
Hinds  Professional  Building,  1815  Hospital  Drive 
in  Jackson. 

T.  D.  Lampton  and  Francis  S.  Morrison  of 
Jackson  attended  the  American  College  of  Physi- 
cians Southeastern  Regional  meeting  at  Sea  Is- 
land, Georgia. 

Frank  L.  Leggett  of  Bassfield  recently  held  an 
art  show  of  his  work  at  the  Lincoln  County  Pub- 
lic Library. 

Myron  W.  Lockey  of  Jackson  and  UMC  attend- 
ed the  Baltimore  symposium  on  cancer  of  the 
head  and  neck. 

W.  R.  Lockwood  of  Jackson  presented  a paper 
at  the  8th  International  Congress  of  Chemother- 
apy in  Athens,  Greece. 

Lawrence  B.  McEachin  announces  the  opening 
of  his  office  at  1302  Twenty-first  Avenue  in  Me- 
ridian. Dr.  McEachin’s  practice  is  limited  to  dis- 
eases of  the  skin. 

Andin  C.  McLeod,  Jr.,  has  joined  the  staff  of  the 
Hattiesburg  Clinic.  Dr.  McLeod  is  an  orthopaedic 
surgeon. 

Reuben  P.  Morris  of  Moss  Point  was  presented 
an  award  by  the  Moss  Point  Non-Partisan  Voters 
League  in  recognition  of  his  20  years  of  service 
to  the  community. 

Lucas  O.  Platt  has  associated  with  John  P. 
Elliott,  Jr.,  James  O.  Gordon  and  John  W. 
Evans  for  the  practice  of  urology  at  605  Garfield 
Street  in  Tupelo. 

Alanson  Brown  Smith  announces  the  opening 
of  his  new  offices  for  the  practice  of  internal  med- 
icine at  St.  Joseph  Medical  Plaza,  5002  Highway 
39  North  in  Meridian. 

Edward  Steward  has  associated  with  Deck 
Stone  at  South  Panola  Hospital  in  Batesville  for 
the  general  practice  of  medicine. 

Akio  Suzuki  of  Jackson  and  UMC  spoke  at  the 
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Society  of  Thoracic  and  Cardiovascular  Surgery 
in  Japan  and  presented  a paper  at  the  Interna- 
tional College  of  Surgeons  meeting  in  Spain  in 
September. 

R.  D.  Ward  announces  his  association  with  the 
Van  Winkle  Medical  Clinic,  4304  Highway  80 
West  in  Jackson  for  the  general  practice  of  medi- 
cine. 

David  G.  Watson  of  Jackson  and  UMC  was 
elected  president  of  the  Southeastern  Pediatric- 
Cardiology  Society  for  1973-74. 

George  W.  Wharton  has  associated  with  Guy 
T.  Vise,  Jr.,  of  Jackson  for  the  practice  of  ortho- 
pedic surgery  and  rehabilitation  at  Suite  425,  St. 
Dominic  Medical  Offices,  97  1 Lakeland  Drive. 

David  B.  Wilson  of  Jackson  and  UMC  attended 
a September  meeting  of  the  Joint  Commission  on 
Accreditation  of  Hospitals  in  Chicago. 


THE  MISSISSIPPI  POSTGRADUATE 

INSTITUTE  IN  THE 
MEDICAL  SCIENCES 

Nov.  5-9,  1973 

Urology  Intensive  Course 

University  Medical  Center,  Jackson 
Nov.  5-9,  1973,  beginning  at  8:30  a.m. 

Sponsored  by  the  University  of  Mississippi 
School  of  Medicine,  with  support  from  the 
Mississippi  Regional  Medical  Program 

Coordinator: 

W.  Lamar  Weems,  M.D.,  associate  professor  of 
surgery  and  director  of  division  of  urology, 
The  University  of  Mississippi  School  of  Medi- 
cine 

The  emphasis  of  this  course  will  be  on  prac- 
tical urology  as  it  relates  to  the  nonurologist. 
The  latest  concepts  and  practices  in  common 
urologic  diseases  will  be  presented. 

Nov.  12-16,  1973 

Cardiology  Intensive  Course 
University  Medical  Center,  Jackson 
Nov.  12-16,  1973,  beginning  at  9:00  a.m. 

Sponsored  by  the  University  of  Mississippi 
School  of  Medicine,  with  support  from  the 
Mississippi  Regional  Medical  Program 

Coordinator: 

James  R.  Galyean,  M.D.,  assistant  professor  of 


medicine,  The  University  of  Mississippi  School 
of  Medicine 

The  family  physician  will  familiarize  himself 
with  current  concepts  in  bedside  diagnosis  of 
heart  disease.  Review  of  the  physical  diagnosis 
of  various  forms  of  heart  disease  using  such 
aids  as  pulse  tracings,  phonocardiograms,  elec- 
trocardiograms, x-rays,  and  hemodynamic  data 
in  illustration  will  be  covered.  A cross-section 
of  cardiac  diagnoses  will  be  reviewed. 

Nov.  12-16,  1973 

Neurology  and  Neurosurgery  Intensive 
Course 

University  Medical  Center,  Jackson 
Nov.  12-16,  1973,  beginning  at  8:00  a.m. 

Sponsored  by  the  University  of  Mississippi 
School  of  Medicine,  with  support  from  the 
Mississippi  Regional  Medical  Program 

Coordinators: 

Robert  D.  Currier,  M.D.,  professor  of  medicine 
and  co-director  of  the  stroke  unit  of  the  Re- 
gional Medical  Program 

Armin  Haerer,  M.D.,  associate  professor  of  med- 
icine, The  University  School  of  Medicine 

The  content  of  this  course  will  include  the 
management  of  adult  and  children’s  neurologi- 
cal disorders.  Material  will  be  presented  in 
seminars,  discussion  groups  and  assigned  read- 
ing and  rounds  on  the  wards  and  clinics.  Re- 
habilitation techniques  will  be  included. 

All  of  the  intensive  courses  are  offered 
through  the  University  of  Mississippi  Medical 
Center,  with  partial  support  from  the  Missis- 
sippi Regional  Medical  Program,  The  Kidney 
Foundation  of  Mississippi,  Inc.,  the  Lilly  Re- 
search Laboratories,  the  Bristol  Laboratories, 
G.  D.  Searle  and  Company,  and  private  dona- 
tions. The  courses  are  open  to  all  Mississippi 
physicians.  A registration  fee  of  $100.00  is 
charged. 

Nov.  26-30,  1973 

Newborn  Short  Course  for  Doctors  and 
Nurses 

University  Medical  Center,  Jackson 
Nov.  26-30,  1973 

Sponsored  by  the  University  of  Mississippi 
School  of  Medicine,  with  support  from  the 
Mississippi  Regional  Medical  Program 

Coordinator: 

Alfred  W.  Brann,  Jr.,  M.D.,  assistant  professor, 
department  of  pediatrics,  and  director,  new- 
born center,  The  University  of  Mississippi 
School  of  Medicine 


NOVEMBER  1973 


507 


POSTGRADUATE  / Continued 

This  course  is  planned  for  physician/ nurse 
teams.  Most  of  the  content  will  be  presented 
in  joint  sessions,  with  ample  time  allowed  for 
discussion  of  special  problems  in  nurseries  rep- 
resented by  the  teams  in  attendance.  It  is  open 
to  physicians  involved  in  the  care  of  newborns 
as  the  primary  physician.  There  is  a $10.00  fee 
for  physicians. 

SEMINARS 

Current  Concepts  in  Hypertension 

Nov.  28,  1973 

University  Medical  Center,  Jackson 
Nov.  28,  1973 

Sponsored  by  the  University  of  Mississippi 
School  of  Medicine,  with  support  from  G.  D. 
Searle  and  Company 

Coordinator: 

Herbert  G.  Langford,  M.D.,  professor  of  medi- 
cine, physiology,  and  biophysics.  The  Univer- 
sity of  Mississippi  School  of  Medicine 

This  symposium  will  bring  together  nation- 
ally known  experts  to  present  new  develop- 
ments in  treating  hypertension  to  the  family 
physician.  Preventive  cardiology,  curable  hy- 
pertension, Aldosterone  are  some  of  the  topics 
to  be  discussed.  Hypotensive  therapy  will  be 
included  in  the  program. 


FUTURE  CALENDAR 

Nov.  5-9 

Urology  Intensive  Course 
Nov.  12-16 

Cardiology  Intensive  Course 
Nov.  12-16 

Neurology  and  Neurosurgery  Inten- 
sive Course 

Nov.  26-30 

Newborn  Short  Course  for  Doctors 
and  Nurses 

Nov.  2 8 

Hypertension  Symposium 
May  6-9 

Mississippi  State  Medical  Association, 
Biloxi 


Chest  Physicians 
Meet  in  Toronto 

Physicians  Denton  A.  Cooley,  F.  Mason  Sones, 
Jr.,  and  Eric  Carlens  will  be  among  the  speakers 
investigating  heart  and  lung  diseases  during  the 
American  College  of  Chest  Physicians  annual 
meeting  in  Toronto  Oct.  23-25,  1973. 

Lung  disease,  pacemakers,  cardiovascular  sur- 
gery, occupational  ailments  and  the  critical  and 
growing  problem  of  hypertension  will  be  weighted 
in  a series  of  symposiums,  scientific  papers,  panel 
discussions  and  other  sessions. 

The  ACCP’s  39th  annual  meeting  will  be  held 
in  the  Four  Seasons  Sheraton  Hotel.  On  Monday, 
Oct.  22,  the  following  are  scheduled:  a national 
seminar  for  allied  health  professionals;  visits  to 
several  Toronto  hospitals,  and  evening  seminars. 
Scientific  programs  will  be  held  at  each  hospital. 

“Complications  Associated  With  Cardiac 
Drugs  in  the  Pulmonary  Patient”  will  be  the  sub- 
ject of  a Tuesday  morning  symposium.  Many  of 
the  90  papers  to  be  presented  will  deal  with  car- 
diovascular surgery,  and  a Wednesday  symposium 
will  discuss  “Recent  Advances  in  the  Diagnosis, 
Preventions  and  Treatment  of  Thromboembo- 
lism.” 

Dr.  Cooley,  of  Houston,  Tex.,  a pioneer  in 
heart  transplantations,  will  speak  Wednesday 
morning  in  a session  on  cardiovascular  surgery. 
Dr.  Sones,  of  the  Cleveland  (Ohio)  Clinic,  will 
lecture  Thursday  morning  on  the  x-ray  examina- 
tion of  coronary  circulation.  Dr.  Eric  Carlens,  of 
Stockholm,  Sweden,  will  present  a special  lecture 
on  treatment  for  lung  cancer. 

Hypertension,  a critical  health  problem  afflict- 
ing millions  each  year,  will  be  probed  in  a lunch- 
eon panel  entitled  “Hypertension:  A New  Look 
at  an  Old  Disease.”  Another  luncheon  panel  will 
take  a hard  look  at  “Pulmonary  Heart  Disease  in 
the  Young.” 

For  further  details,  contact:  Miss  Mary  Ellen 
Zielinski,  American  College  of  Chest  Physicians, 
1 12  East  Chestnut  Street,  Chicago,  111.  6061 1. 

Cardiac  Cath 
Course  Planned 

The  rapid  changes  in  cardiac  catheterization 
techniques  and  methods  of  evaluation  will  be  the 
theme  of  the  first  postgraduate  course  of  the 
1973-74  American  College  of  Chest  Physicians 
calendar  of  meetings. 

The  course  entitled  “Ventricular  Function — A 
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Practical  Workshop,”  will  be  held  in  Santa  Bar- 
bara, Cal.,  Nov.  30  and  Dec.  1,  1973.  This  course 
is  sponsored  by  the  American  College  of  Chest 
Physicians  and  the  Santa  Barbara  Heart  and  Lung 
Institute.  Course  directors  are  Drs.  John  H.  K. 
Vogel  and  R.  Bruce  McFadden. 

In  addition  to  formal  presentations,  the  physi- 
cian will  take  part  in  small  group  sessions,  which 
will  provide  complete  exposure  to  catheterization 
techniques,  with  emphasis  on  ventricular  volumes, 
derivatives,  ultrasound  and  the  application  of  all 
of  these  parameters  in  the  assessment  of  ventricu- 
lar function.  Details  of  how  to  perform  the  tech- 
nique, as  well  as  personal  calculations  of  raw 
data,  their  interpretations  and  applications  will 
be  discussed  and  experimented  with  in  the  smaller 
groups. 

For  registration  and  fee  information  contact: 


Director  of  Continuing  Education,  American  Col- 
lege of  Chest  Physicians,  112  East  Chestnut 
Street,  Chicago,  111.  6061 1. 

Ophthalmology  and  ENT 
Meet  Set  for  Israel 

Symposia  Medica  Foundation  will  present  an 
International  Conference  on  Clinical  Problems  in 
Ophthalmology  and  Otolaryngology  in  Jerusalem, 
Feb.  14-24,  1974. 

For  further  information,  contact:  Ms.  Cynthia 
Soika,  M.A.,  Projects  Director,  Symposia  Medica 
Foundation,  305  East  24th  Street,  New  York, 
N.  Y.  10010. 


SCHEDULE  OF  UPCOMING 
NCME  PROGRAMS 


Here  are  the  playing  dates  and  upcoming 
programs  to  be  distributed  by  The  Network  for 
Continuing  Medical  Education  (NCME): 

Nov.  5-  Radiologic  Management  of  Ear- 

Nov.  18  ly  Cancer  of  the  Larynx,  with 

Alexander  D.  Crosett,  Jr.,  M.D., 
Director,  Division  of  Radiation 
Therapy  and  Nuclear  Medicine 
at  Overlook  Hospital,  Summit, 
N.  J.;  and  Charles  E.  Langgaard, 
M.D.,  Attending  Otolaryngolo- 
gist, Summit  Medical  Group, 
Summit,  N.  J. 

What  Carotid  Arteriography  Can 
Tell  You , with  Michael  D.  F. 
Deck,  M.D.,  Associate  Attending 
Radiologist  and  Associate  Pro- 
fessor of  Radiology  at  Cornell 
University  Medical  Center  in 
New  York. 


Natural  Childbirth,  with  Alfred 
Tanz,  M.D.,  Attending  Obstetri- 
cian and  Gynecologist,  Lenox 
Hill  Hospital,  and  Assistant  Clin- 
ical Professor,  New  York  Medi- 
cal College,  New  York. 

Nov.  19-  Hearing  Loss:  A Threat  at  Any 

Dec.  2 Age,  with  Merrill  Goodman, 

M.D.,  Director  of  Otolaryngolo- 


gy at  Long  Island  Jewish-Hillside  ' 
Medical  Center,  and  Medical  Di- 
rector of  the  Long  Island  Hear- 
ing and  Speech  Center,  New 
York. 

Tibetan  Medicine:  A Thousand- 
Year-Old  Practice,  with  Donald 
G.  Dawe,  Th.D.,  Professor  of 
Theology,  Union  Theological 
Seminary,  Richmond,  Va.;  and 
James  L.  Mathis,  M.D.,  Pro- 
fessor and  Chairman  of  the  De- 
partment of  Psychiatry,  Medical 
College  of  Virginia;  William  Re- 
gelson,  M.D.,  Professor  and 
Chairman,  Department  of  Psy- 
chiatry, Medical  College  of  Vir- 
ginia; William  Stepka,  Ph.D., 
Professor  of  Pharmacognosy, 
School  of  Pharmacy,  all  of  Vir- 
ginia Commonwealth  University, 
Richmond,  Va. 

Nuclear  Medicine  and  the  Com- 
munity Hospital,  with  Alexander 
D.  Crosett,  Jr.,  M.D.,  Director, 
Division  of  Radiation  Therapy 
and  Nuclear  Medicine  at  Over- 
look Hospital,  Summit,  N.  J. 

For  more  information  about  NCME,  write 
The  Network  for  Continuing  Medical  Educa- 
tion, 15  Columbus  Circle,  New  York,  N.  Y. 
10023. 
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In  these  illustrations  of  tissue 
from  a patient  with  acute  cystitis, 
you  can  see  the  swollen  and  in- 
flamed mucosa  of  the  ureteral  ori- 
fice (50X),  a fibrin  strand  (300X), 
and  a whitish  exudate  composed  of 
polymorphonuclear  leukocytes 
(1000X  and  3000X).  The  photo- 
graphs were  taken  with  the  scanning 
electron  microscope  (SEM)  by  Dr. 
Shirley  Siew,  Associate  Professor  of 
Pathology  at  the  University  of  Pitts- 
burgh School  of  Medicine.  They 
come  from  the  clinical  exhibit  “Scan- 
ning Electron  Microscopy  of  Urinary 
T ract  Infection,”  which  won  first 
prize  in  Clinical  Research  at  the 
May  1972  meeting  of  the  American 
Urological  Association. 

The  scanning  electron  micro- 
scope promises  to  be  extremely  use- 
ful in  its  investigation  of  human 
pathology.  In  time,  examination  of 
tissue  with  the  SEM  is  likely  to  play 
a significant  role  in  the  diagnosis  of 
urinary  tract  infection. 


References:  1.  Bran,  J.  L;  Karl,  D.  M.,  and 
Kaye,  D.:  Clin.  Pharmacol.  Ther.,  12:525, 
1971.  2.  Burke,  E.  C.,  and  Stickler,  G.  B.: 
Mayo  Clin.  Proc.,  44:318,  1969.  3.  Hibbard, 
L.  T.,  in  Bulger,  M.  J.,  et  al.:  Patient  Care, 
J:(3)  47,  1967.  4.  Holloway,  W.  J.;  Furlong, 
J.  H„  and  Scott,  E.  G.:  J.  Urol.,  102: 249, 
1969.  5.  House,  T.  E.,  et  al.:  Obstet.  Gyne- 
col., 34: 670,  1969.  6.  Lampe,  W.  T.:  J.  Am. 
Geriatr.  Soc.,  16:798,  1968.  7.  Moffat,  N.  A., 
and  Wenzel,  F.  J.:  Curr.  Ther.  Res.,  13: 286, 
1971.  8.  Normand,  I.  C.  S.:  Practitioner, 
204: 91,  1970.  9.  Pryles,  C.  V.:  Med.  Clin. 
North  Am.,  54:1077,  1970.  10.  Seneca,  H.; 
Peer,  P.,  and  Warren,  B.:  J.  Urol.,  99:337, 
1968.  11.  Trafton,  H.  M.,  and  Lind,  H.  E.: 

J.  Urol.,  101: 392,  1969.  12.  Cohen,  M.: 
Pediatrics,  50:271,  1972. 


Diagnosis 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary 
of  which  follows: 

Indications:  Nonobstructed  urinary  tract 
infections  (mainly  cystitis,  pyelitis,  pyelo- 
nephritis) due  to  susceptible  organisms. 

IMPORTANT  NOTE:  In  vitro  sensitivity 
tests  not  always  reliable;  must  be  coordi- 
nated with  bacteriological  and  clinical 
response.  Add  aminobenzoic  acid  to 
follow-up  culture  media.  Increasing 
frequency  of  resistant  organisms  limits 
usefulness  of  antibacterial  agents, 
especially  in  chronic  and  recurrent 
urinary  infections.  Maximum  safe  total 
sulfonamide  blood  level,  20  mg/ 100  ml; 


A note  on  the  photography: 

These  photographs  were  made  by  the  sea  jeriau 
ning  electron  microscope,  which,  like  the 
transmission  electron  microscope,  operat* 
on  the  basic  principle  of  exposure  of  tissu*  L : 
to  a beam  of  electrons  in  a vacuum.  With  j smaCOi 
the  SEM,  electrons  bombard  the  surface  . .yjn 
of  tissue  which  has  been  given  a fine  coat  ’ 
ing  of  gold.  The  electrons  reflect  off  the  s ' 


tissue  onto  a television  screen,  and  the 
resulting  photograph  shows  a three-dimer 
sional  effect.  The  tissue  sections  need  not, 
be  ultrathin,  so  there  is  a minimum  of 
handling  and  distortion. 
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Just  as  much  an  instrument 
of  progress  and  just  as  helpful  in  its 
way  has  been  Gantrisin  (sulfisoxa- 
zole)  Roche,  developed  and  intro- 
duced a generation  ago.  However, 
there’s  been  no  generation  gap  over 
its  continuing  usefulness.  In  fact, 
Gantrisin,  with  so  many  years  of 
clinical  experience  behind  it,  is 
still  one  of  the  most  valuable  drugs 
we  have  for  the  treatment  of  non- 
obstructed cystitis,  pyelitis  or  pye- 
lonephritis due  to  susceptible 
organisms  such  as  E.  coli.  Specifi- 
cally, Gantrisin  provides  your  patient 
with  certain  important  therapeutic 
advantages: 
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measure  levels  as  variations  may  occur. 
Contraindications:  Hypersensitivity  to  |M 
sulfonamides;  infants  less  than  2 (pea 

months  of  age;  pregnancy  at  term  and 


during  the  nursing  period. 

Warnings:  Safety  in  pregnancy  not  estab- 
lished. Do  not  use  for  Group  A beta-hemo 
lytic  streptococcal  infections,  as  sequela*  ' 
(rheumatic  fever,  glomerulonephritis) 
are  not  prevented.  Deaths  reported  from 
hypersensitivity  reactions,  agranulocy- 
tosis, aplastic  anemia  and  other  blood 
dyscrasias.  Sore  throat,  fever,  pallor, 
purpura  or  jaundice  may  be  early  indi- 
cations of  serious  blood  disorders.  CBC 
and  urinalysis  with  careful  microscopic 


cute  cystitis: 


h urinary  levels  As  a urinary  anti- 
bterial,  Gantrisin  (sulfisoxazole) 
pera  prs  your  patients  important  ad- 
ftiss  stages.  Therapeutic  urinary  and 
sma  concentrations  are  usually 
.!  ched  in  from  2 to  3 hours  and  can 
the  maintained  on  the  recommended 
he  ) 8 Gm  / day  dosage  schedule  that’s 
: hvenient  for  almost  all  patients, 
lerally  good  tolerance  Gantrisin 
_ uses  relatively  few  undesirable 
si  ictions,  and  serious  toxic  reac- 
4 ns  are  rare.  Minor  reactions  are 
a-  [mparatively  infrequent,  but  may 
> 
t, 


lude  nausea,  headache  and  vomit- 
Hence,  Gantrisin  may  usually 
'0  i given  even  for  extended  periods 
ten  treating  chronic  or  recurrent 
nobstructed  cystitis,  pyelitis  or 
elonephritisdueto E.  coli and 
islner  susceptible  organisms.  (See 
liportant  Note  in  summary  of  prod- 


Treatment 


uct  information.)  Complete  blood 
counts  and  urinalyses,  with  careful 
microscopic  examination,  should  be 
performed  frequently, 
high  solubility  Gantrisin  (sulfisox- 
azole) Roche  is  one  of  the  most 
soluble  of  all  sulfonamides,  with  both 
free  and  acetylated  forms  highly 
soluble  in  the  commonly  encoun- 
tered urinary  pH  range  of  5.5  to  6.5. 
Urine  levels  have  been  detected  in 


60  minutes;  therapeutic  levels  are 
usually  reached  in  from  2 to  3 hours. 
About  90%  of  a single  dose  is  ex- 
creted in  24  to  48  hours.  As  with  all 
sulfonamides,  adequate  fluid  intake 
must  be  maintained, 
economy  Average  cost  of  therapy  is 
still  only  about  6V2O  per  tablet, 
total  therapy:  14  days  Recent  evi- 
dence in  the  medical  literature 
suggests  that  therapy  in  acute  non- 
obstructed  urinary  tract  infections 
should  be  continued  for  10  to  14 
days  even  if  patients  become  asymp- 
tomatic in  2 or  3 days,  as  they  often 
do.1-11  However,  one  investigator, 
evaluating  a 5-year  study  of  sulfi- 
soxazole used  to  treat  urinary  tract 
infection  in  368  girls,  found  no 
advantage  in  continuing  therapy 
more  than  two  weeks  for  a first 
infection.12 


For  acute,  chronic  or  recurrent  nonobstructed  cystitis,  pyelitis, 
or  pyelonephritis  due  to  susceptible  organisms... 


sulfisoxazole/ Roche6 


animation  should  be  performed  fre- 
liently. 

ecautions:  Use  cautiously  in  patients 
th  impaired  renal  or  hepatic  function, 
[vere  allergy  or  bronchial  asthma, 
femolysis,  frequently  dose-related,  may 
Icur  in  glucose-6-phosphate  dehydro- 
Imase-deficient  patients.  Maintain 
[lequate  fluid  intake  to  prevent  crystal- 
ria  and  stone  formation, 
dverse  Reactions:  Blood  dyscrasias: 
granulocytosis,  aplastic  anemia,  throm- 
xytopenia,  leukopenia,  hemolytic  ane- 
iia,  purpura,  hypoprothrombinemia  and 
lethemoglobinemia;  Allergic  reactions: 
rythema  multiforme  (Stevens-Johnson 


Usual  adult  dosage:  4 to  8 tablets  stat 
2 to  4 tablets  q.i.d. 


syndrome),  generalized  skin  eruptions, 
epidermal  necrolysis,  urticaria,  serum 
sickness,  pruritus,  exfoliative  dermatitis, 
anaphylactoid  reactions,  periorbital  edema, 
conjunctival  and  scleral  injection,  photo- 
sensitization, arthralgia  and  allergic  myo- 
carditis; Gastrointestinal  reactions:  Nau- 
sea, emesis,  abdominal  pains,  hepatitis, 
diarrhea,  anorexia,  pancreatitis  and  stoma- 
titis; C./V.S.  reactions:  Headache,  periph- 
eral neuritis,  mental  depression,  convul- 
sions, ataxia,  hallucinations,  tinnitus,  ver- 
tigo and  insomnia;  Miscellaneous  reactions: 
Drug  fever,  chills  and  toxic  nephrosis  with 
oliguria  and  anuria.  Periarteritis  nodosa 
and  L.E.  phenomenon  have  occurred.  Due 


to  certain  chemical  similarities  with  some 
goitrogens,  diuretics  (acetazolamide,  thia- 
zides) and  oral  hypoglycemic  agents,  sul- 
fonamides have  caused  rare  instances  of 
goiter  production,  diuresis  and  hypogly- 
cemia as  well  as  thyroid  malignancies  in 
rats  following  long-term  administration. 
Cross-sensitivity  with  these  agents  may 
exist. 

Supplied:  Tablets  containing  0.5  Gm 
sulfisoxazole. 


A Roche  Laboratories 
ROCHE  / Division  of  Hoffmann-La  Roche  Inc. 
/ Nutley.  N.J.  07110 
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ASIM  Develops 
Problem-Oriented  Record 

The  American  Society  of  Internal  Medicine 
will  develop  and  distribute  a major  educational 
and  research  program  using  mixed  media  audio- 
visual systems  in  the  area  of  the  problem-oriented 
approach  to  medicine,  according  to  Dr.  William 
Campbell  Felch,  president  of  the  12,000  member 
society. 

The  ASIM  has  signed  a letter  of  agreement 
with  Synapse  Communication  Services,  Inc.  for 
the  development,  production  and  evaluation  of 
learning  systems  to  teach  members  how  to  adopt 
the  problem-oriented  medical  record  into  their 
practice.  In  addition,  ASIM  will  initiate  a pro- 
gram to  monitor  the  progress  of  selected  society 
members  who  begin  using  the  system,  and  to  feed 
back  results  to  new  and  continuing  users. 

The  problem-oriented  medical  record  is  a tool 
of  fundamental  importance  in  making  possible 
universal  compatibility  of  medical  records,  an  es- 
sential to  standardizing  communication  among  all 
members  of  the  health  care  team. 

Two  learning  systems  will  be  developed,  utiliz- 
ing a mix  of  integrated  media  instructional  films 
and  workbooks.  The  first  system  will  be  designed 
to  inform  physicians  about  the  problem-oriented 
approach  to  medicine.  The  second  system  will 
teach  the  basics  of  maintaining  problem-oriented 
medical  records.  Through  modern  communication 
and  educational  techniques,  the  society  hopes  to 
launch  a grass  roots  teaching  effort  to  bring  the 
program  to  local  physician  audiences  across  the 
country. 

Synapse  Communication  Services,  Inc.  of  Old 
Greenwich,  Conn.,  selected  as  the  company  for 
developing  both  the  learning  systems  and  a fol- 
low-up research  project,  specializes  in  producing 
total  audiovisual  educational  and  training  services 
for  the  health  care  profession.  Synapse  is  a sub- 
sidiary of  the  J.  Walter  Thompson  Company. 

Dr.  Felch  said  the  ASIM  is  committed  to  the 
principles  of  the  problem-oriented  approach  to 
medicine  and  would  like  to  play  a causative  role 
in  accelerating  the  usage  of  this  system  through- 
out the  medical  community. 

Although  the  program  will  be  initiated  within 
the  confines  of  the  society,  the  objective  is  to 
make  the  programs  universally  available.  ASIM 
members  will  be  encouraged  to  assist  other  physi- 
cians in  their  home  communities  in  adopting  the 
problem-oriented  system  into  their  practice. 


Rondomycin 

(methacycline  HCI) 


CONTRAINDICATIONS:  Hypersensitivity  to  any  of  the  tetracyclines 
WARNINGS:  Tetracycline  usage  during  tooth  development  (last  half  of  pregnancy  to  eight 
years)  may  cause  permanent  tooth  discoloration  (yellow-gray-brown),  which  is  more 
common  during  long-term  use  but  has  occurred  after  repeated  short-term  courses. 
Enamel  hypoplasia  has  also  been  reported  Tetracyclines  should  not  be  used  in  this  age 
group  unless  other  drugs  are  not  likely  to  be  effective  or  are  contraindicated. 
Usage  in  pregnancy.  (See  above  WARNINGS  about  use  during  tooth  development ) 
Animal  studies  indicate  that  tetracyclines  cross  the  placenta  and  can  be  toxic  to  the  de- 
veloping fetus  (often  related  to  retardation  of  skeletal  development).  Embryotoxicity  has 
also  been  noted  in  animals  treated  early  in  pregnancy 

Usage  in  newborns,  infants,  and  children.  (See  above  WARNINGS  about  use  during 

tooth  development.) 

All  tetracyclines  form  a stable  calcium  complex  in  any  bone-forming  tissue.  A decrease 
in  fibula  growth  rate  observed  in  prematures  given  oral  tetracycline  25  mg/kg  every  6 
hours  was  reversible  when  drug  was  discontinued 
Tetracyclines  are  present  in  milk  of  lactating  women  taking  tetracyclines. 

To  avoid  excess  systemic  accumulation  and  liver  toxicity  in  patients  with  impaired  renal 
function,  reduce  usual  total  dosage  and.  if  therapy  is  prolonged,  consider  serum  level  de- 
terminations of  drug.  The  anti-anabolic  action  of  tetracyclines  may  increase  BUN  While 
not  a problem  in  normal  renal  function,  in  patients  with  significantly  impaired  function, 
higher  tetracycline  serum  levels  may  lead  to  azotemia,  hyperphosphatemia,  and  acidosis. 

Photosensitivity  manifested  by  exaggerated  sunburn  reaction  has  occurred  with  tetra- 
cyclines. Patients  apt  to  be  exposed  to  direct  sunlight  or  ultraviolet  light  should  be  so  ad- 
vised. and  treatment  should  be  discontinued  at  first  evidence  of  skin  erythema 
PRECAUTIONS:  If  superinfection  occurs  due  to  overgrowth  of  nonsusceptible  organisms, 
including  fungi,  discontinue  antibiotic  and  start  appropriate  therapy 
In  venereal  disease,  when  coexistent  syphilis  is  suspected,  perform  darkfield  exami- 
nation before  therapy,  and  serologically  test  for  syphilis  monthly  for  at  least  four  months. 

Tetracyclines  have  been  shown  to  depress  plasma  prothrombin  activity;  patients  on  an- 
ticoagulant therapy  may  require  downward  adiustment  of  their  anticoagulant  dosage. 

In  long-term  therapy,  perform  periodic  organ  system  evaluations  (including  blood, 
renal,  hepatic). 

Treat  all  Group  A beta-hemolytic  streptococcal  infections  for  at  least  10  days. 

Since  bacteriostatic  drugs  may  interfere  with  the  bactericidal  action  of  penicillin,  avoid 
giving  tetracycline  with  penicillin. 

ADVERSE  REACTIONS:  Gastrointestinal  (oral  and  parenteral  forms)  anorexia,  nausea, 
vomiting,  diarrhea,  glossitis,  dysphagia,  enterocolitis,  inflammatory  lesions  (with  moml- 
lal  overgrowth)  in  the  anogenital  region. 

Skin:  maculopapular  and  erythematous  rashes,  exfoliative  dermatitis  (uncommon).  Pho- 
tosensitivity is  discussed  above  (See  WARNINGS) 

Renal  toxicity:  rise  in  BUN.  apparently  dose  related  (See  WARNINGS) 

Hypersensitivity:  urticaria,  angioneurotic  edema,  anaphylaxis,  anaphylactoid  purpura, 
pericarditis,  exacerbation  of  systemic  lupus  erythematosus. 

Bulging  fontanels,  reported  in  young  infants  after  full  therapeutic  dosage,  have  disap- 
peared rapidly  when  drug  was  discontinued 

Blood:  hemolytic  anemia,  thrombocytopenia,  neutropenia,  eosinophilia. 

Over  prolonged  periods,  tetracyclines  have  been  reported  to  produce  brown-black  mi- 
croscopic discoloration  of  thyroid  glands;  no  abnormalities  of  thyroid  function  studies  are 
known  to  occur 

USUAL  DOSAGE;  Adults- 600  mg  daily,  divided  into  two  or  four  equally  spaced  doses 
More  severe  infections  an  initial  dose  of  300  mg  followed  by  150  mg  every  six  hours  or 
300  mg  every  12  hours.  Gonorrhea  In  uncomplicated  gonorrhea,  when  penicillin  is  con- 
traindicated. Rondomycin'  (methacycline  HCI)  may  be  used  for  treating  both  males  and 
females  in  the  following  clinical  dosage  schedule  900  mg  initially,  followed  by  300  mg 
q.i.d.  for  a total  of  5.4  grams. 

For  treatment  of  syphilis,  when  penicillin  is  contraindicated,  a total  of  18  to  24  grams  of 
Rondomycin'  (methacycline  HCI)  in  equally  divided  doses  over  a period  of  10-15  days 
should  be  given.  Close  follow-up.  including  laboratory  tests,  is  recommended. 

Eaton  Agent  pneumonia  900  mg  daily  for  six  days. 

Children  - 3 to  6 mg/lb/day  divided  into  two  to  four  equally  spaced  doses 
Therapy  should  be  continued  for  at  least  24-48  hours  after  symptoms  and  fever  have 
subsided. 

Concomitant  therapy:  Antacids  containing  aluminum,  calcium  or  magnesium  impair  ab- 
sorption and  are  contraindicated.  Food  and  some  dairy  products  also  interfere  Give  drug 
one  hour  before  or  two  hours  after  meals.  Pediatric  oral  dosage  forms  should  not  be 
given  with  milk  formulas  and  should  be  given  at  least  one  hour  prior  to  feeding. 

In  patients  with  renal  impairment  (see  WARNINGS) , total  dosage  should  be  decreased 
by  reducing  recommended  individual  doses  or  by  extending  time  intervals  between 
doses 

In  streptococcal  infections,  a therapeutic  dose  should  be  given  for  at  least  10  days. 
SUPPLIE0:  Rondomycin  (methacycline  HCI):  150  mg  and  300  mg  capsules,  syrup  con- 
taining 75  mg/5  cc  methacycline  HCI. 

Before  prescribing,  consult  package  circular  or  latest  POR  information. 
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Supplementary  Security  Income  of  SSA 
Will  Replace  Public  Assistance,  Title  XVI 


A program  of  “Supplementary  Security  Income 
for  the  Aged,  Blind,  and  Disabled”  (SSI),  Title 
XVI  of  the  Social  Security  Act,  was  established 
by  Public  Law  92-603  to  become  effective  Jan. 
1,  1974.  It  will  replace  the  current  Title  XVI 
which  permits  states  to  combine  their  public  as- 
sistance programs  for  the  needy,  aged,  blind,  and 
disabled.  On  Jan.  1,  1974,  when  the  new  program 
begins,  federal  matching  for  these  three  public  as- 
sistance categories  will  cease.  The  present  pro- 
gram of  Aid  to  Families  with  Needy  Children  re- 
mains in  effect. 

The  SSI  program  will  provide  each  eligible  in- 
dividual with  a minimum  income  of  $1,680  next 
year;  a couple,  both  of  whom  are  eligible,  will 
have  a minimum  income  of  $2,520.  Federal  funds 
will  be  added  to  the  eligible  individuals’  income 
from  other  sources  to  bring  the  total  to  the  above 
levels.  The  program  will  be  administered  by  a 
new  Bureau  of  Supplementary  Security  Income 
established  within  the  Social  Security  Administra- 
tion. However,  the  Social  Security  Administra- 
tion’s (SSA)  Bureau  of  Disability  Insurance, 
which  administers  the  Social  Security  disability 
benefit  program  in  operation  since  1956,  will  be 
involved  in  the  determination  of  eligibility  for 
SSI  benefits  for  blindness. 

In  addition  to  income  and  resource  qualifica- 
tions, the  law  requires  that  those  seeking  benefits 
must  be  residents  of  the  United  States  and  either 
citizens  or  aliens  permanently  and  legally  resid- 
ing in  the  United  States.  For  eligibility  under  the 
“aged”  category,  such  an  individual  need  only  be 
65  years  of  age  or  older.  The  “blind”  and  “dis- 
abled” categories,  however,  have  more  complex 
eligibility  standards,  involving  medical  evidence, 
and  this  aspect  of  eligibility  determination  will  be 
administered  by  the  Bureau  of  Disability  Insur- 
ance. 

Briefly,  blindness  or  disability  will  be  deter- 
mined either  by  the  standards  now  used  by  indi- 
vidual states  in  their  public  assistance  programs 


— Aid  to  the  Blind  and  Aid  to  the  Permanently 
and  Totally  Disabled — or  by  nationwide  stan- 
dards contained  in  PL  92-603. 

The  state  standards  used  will  be  those  in  effect 
for  October  1972  (when  PL  92-603  was  enact- 
ed) and  will  render  those  on  state  program  rolls 
in  December  1973  eligible  for  SSI  benefits.  This 
mass  inclusion  of  all  those  classified  as  needy  and 
blind  or  disabled  by  state  standards  at  the  end  of 
this  year  will,  at  the  outset,  require  little  more 
than  a transfer  of  the  rosters  of  the  state  programs 
to  the  Bureau  of  Supplementary  Security  Income. 
However,  these  individuals  will  remain  eligible 
for  the  SSI  grant  only  so  long  as  they  continue  to 
meet  the  October  1972  state  criteria.  The  Bureau 
of  Disability  Insurance,  therefore,  will  need  to  ob- 
tain and  maintain  a file  of  such  state  eligibility 
standards  for  consultation  should  any  of  these  re- 
cipients’ condition  improve  in  the  future. 

The  national  standards  established  by  PL  92- 
603,  which  must  be  met  by  all  other  applicants 
(and  to  the  public  assistance  recipients  should 
they,  at  some  time  in  the  future,  no  longer  meet 
the  October  1972  state  criteria)  are,  briefly: 

Blindness:  Defined  as  central  visual  acuity  of 
20/200  or  less  in  the  better  eye,  with  the 
use  of  a correcting  lens. 

Disability:  Defined,  for  adults,  as  inability  to 
engage  in  any  substantial  gainful  activity  by 
reason  of  any  medically  determinable  physi- 
cal or  mental  impairment  which  can  be  ex- 
pected to  result  in  death,  or  which  has  lasted 
(or  can  be  expected  to  last)  for  a continu- 
ous period  of  not  less  than  12  months;  and 
for  children  under  18,  and  medically  deter- 
minable physical  or  mental  impairment  of 
comparable  severity. 

The  “physical  or  mental  impairment”  must  be 
one  which  results  from  anatomical,  physiological, 
or  psychological  abnormalities  which  are  demon- 
strable by  medically  acceptable  clinical  and  lab- 
oratory techniques. 


NOVEMBER  1973 


5 1 3 


ORGANIZATION  / Continued 

The  standards  set  forth  for  disability  are  essen- 
tially those  for  the  basic  Social  Security  disability 
benefit  program.  Both  involve  a two-part  defini- 
tion of  “disability” — (a)  a medically  determin- 
able physical  or  mental  impairment;  and  (b)  the 
resultant  “inability  to  engage  in  substantial  gain- 
ful activity.”  The  “impairment”  is  a medical  deci- 
sion, but  the  “inability  to  engage  in  substantial 
gainful  activity”  is  not. 

In  terms  of  the  law,  an  individual  is  “disabled” 
only  if  the  impairment  is  of  such  severity  that  he 
is  not  only  unable  to  do  his  previous  work,  but 
cannot  (considering  his  age,  education,  and  work 
experience)  engage  in  any  other  kind  of  substan- 
tial gainful  work  which  exists  in  the  national 
economy.  Both  the  dollar  amount  defining  “sub- 
stantial” gainful  activity  and  such  occupational 
data  as  the  type  of  work  in  which  an  applicant 
could  engage  and  the  availability  of  such  work  are 
nonmedical  questions. 

This  point  should  be  especially  noted.  Any 
physician  examining  or  submitting  medical  his- 
tories for  applicants  for  SSI  disability  benefits 
should  remember,  and  inform  the  applicant,  that 
the  physician  testifies  only  to  the  “impairment,” 
not  to  “disability.”  If  disability  income  is  not  au- 
thorized, the  physician  need  not  assume  his  medi- 
cal judgment  has  been  overruled,  and  can  make 
clear  to  the  applicant  that  the  decision  is  not 
based  solely  on  the  medical  evidence  provided. 

State  agencies  now  have  some  600  physicians 
handling  the  SSA  load,  about  200  fulltime.  Esti- 
mates are  that  the  caseload — for  SSI  and  the  ex- 
isting disability  benefit  program— will  more  than 
double  in  1974,  from  300,000  claims  handled  in 
1972  to  three-quarters  of  a million  in  1974,  with 
about  a quarter  of  this  caseload  expected  to  be 
in  the  southeastern  states. 

As  a result,  a doubling  of  the  number  of  full 
and  parttime  physician  staff  in  these  agencies  ap- 
pears necessary.  Significantly  more  input  from 
physicians  in  private  practice  will  also  be  needed. 
Applicants  under  the  SSI  program  may  tend  to 
have  less  adequate  medical  records  than  those 
now  obtaining  benefits  through  Social  Security 
covered  employment.  The  Bureau  of  Disability 
Insurance  is  currently  paying  for  additional  medi- 
cal evidence  in  about  20  per  cent  of  Social  Se- 
curity disability  applications  submitted;  for  the 
SSI  program,  a higher  percentage  is  expected. 


MH  Center  Grants 
Go  to  Regions  6,  7,  11 

Three  new  grants  have  recently  been  made  to 
Mississippi  regional  MH-MR  programs — one  is 
a comprehensive  mental  health  center  staffing 
grant  for  Region  7 (Choctaw,  Clay,  Lowndes, 
Noxubee,  Oktibbeha,  Webster,  and  Winston 
counties)  and  the  two  others  are  mental  health 
center  initiation  and  development  activities  for 
Region  6 (Attala,  Carroll,  Grenada,  Holmes, 
Humphreys,  Leflore,  Montgomery,  and  Sunflower 
counties)  and  for  Region  11  (Adams,  Amite, 
Claiborne,  Franklin,  Jefferson,  Lawrence,  Lin- 
coln, Pike,  Walthall,  and  Wilkinson  counties) 
which  will  enable  these  two  regions  to  put  a full- 
time planning  staff  to  work  to  plan  regional  pro- 
grams. 

The  grant  awards  followed  the  court  ordered 
release  of  1973  community  mental  health  center 
funds  which  had  been  impounded  by  President 
Nixon.  The  successful  suit  to  force  release  of  the 
funds  was  filed  by  the  National  Council  of  Com- 
munity Mental  Health  Centers. 

The  Region  7 mental  health  center  staffing 
grant  provides  $252,833  for  the  first  year  of  cen- 
ter operation,  beginning  Jan.  1,  1974.  The  grant 
will  partially  support  the  cost  of  a 25-member 
staff  to  serve  the  7-county  area.  The  Region  7 
Commission  already  has  initiated  limited  services 
in  the  region  utilizing  local  county  tax  funds. 

The  Region  6 grant  provides  $24,955  to  sup- 
port fulltime  planning  staff  for  the  one-year  peri- 
od beginning  Nov.  1.  The  proposed  study  is  de- 
signed to  determine  the  mental  health  needs  and 
resources  of  the  six-county  area  and  to  propose 
appropriate  services  to  meet  those  needs.  The 
study  places  high  emphasis  on  community  in- 
volvement through  special  subcommittees  and 
county-advisory  committees. 

The  Region  1 1 initiation  and  development 
grant  of  $43,350  provides  support  for  the  Region 
1 1 MH-MR  commission  to  plan  for  a comprehen- 
sive mental  health  center.  The  commission  will 
contract  with  an  areawide  health  planning  agency 
— Comprehensive  Health  Planning,  Southwest 
Mississippi  Development  District — to  carry  out 
the  planning.  This  is  the  first  time  such  an  ap- 
proach has  been  used  by  a regional  commission. 

The  purpose  of  the  Region  1 1 study  is  to  as- 
sess needs,  develop  a program  of  services  to  meet 
those  needs,  obtain  a sound  base  of  finances  to 
support  an  ongoing  program,  and  develop  meth- 
ods of  involving  the  community  with  professional 
staff  in  implementation  of  community-based  men- 
tal health  services. 
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Smallpox  Vaccinations 
Are  Not  Necessary 

Smallpox  vaccinations  are  no  longer  recom- 
mended routinely  say  state  health  officials. 

“However,  the  small  but  measurable  risk  of 
smallpox  importation  requires  attention  to  a con- 
tinuing control  effort,”  noted  Dr.  Durward  Bla- 
key,  director  of  the  State  Board  of  Health’s  Divi- 
sion of  Preventable  Disease  Control. 

Accordingly,  public  health  efforts  follow  the 
recommendations  of  the  Advisory  Committee  on 
Immunization  Practices  to  assure  routine  immuni- 
zation only  for  personnel  involved  in  the  medical 
services. 

Dr.  Blakey  also  stated  the  importance  of  vac- 
cinations for  all  travelers  to  and  from  continents 
where  smallpox  has  not  been  eradicated.  Prospec- 
tive travelers  should  make  inquiry  to  their  local 
health  department  concerning  need  for  vaccina- 
tion. 

“But  as  a routine  childhood  immunization, 


smallpox  vaccine  is  no  longer  suggested,”  he  em- 
phasized. 

William  F.  Roberts 
Joins  MSMA  Staff 

William  F.  Roberts  has  joined  the  MSMA  staff 
as  an  executive  assistant  with  primary  duties  in 
legislation  and  staffing  the  programs  of  the  Coun- 
cil on  Medical  Service,  according  to  Charles  L. 
Mathews,  MSMA  Executive  Secretary. 

The  28-year-old  Roberts  is  a native  of  Pasca- 
goula and  holds  a B.A.  degree  from  Ole  Miss  and 
a J.D.  from  the  Jackson  School  of  Law.  He  fills 
a MSMA  position  left  vacant  by  promotion  in 
June  of  1972. 

Roberts  has  held  responsible  administrative  po- 
sitions with  the  Mississippi  Medicaid  Commission 
and  the  Blue  Cross  and  Blue  Shield  Plan  of  Mis- 
sissippi, Inc.  for  the  past  three  years  while  attend- 
ing night  school  at  the  Jackson  School  of  Law 
and  receiving  his  J.D.  Prior  to  that  he  served  as 
a captain  in  the  U.  S.  Army  Tank  Corps  and 
commanded  a tank  platoon  in  Vietnam. 


Money 

Mileage 


jLour  financial  resources  never  stand 
still.  They  change  with  the  economy. 
C.  F.  Dahlberg  and  Co's  "Portfolio 
Management  Plans"  provide 
professional  direction  and  personal 
supervision  of  your  investments.  Our 
goal  is  to  achieve  your  goals.  Your 
success  is  our  success. 


Tax  deductible  in  most  cases. 
Completely  confidential. 

Accounts  from  $10,000  up. 

For  free  booklet  on  how  PMP  can 
help  you,  call  us  collect  [504]  522-5518 
Or  mail  this  coupon. 


CEDahlbere  &Co. 

Incorporated 

INVESTMENT  COUNSEL 


C.  F.  Dahlberg  & Co. 
Richards  Building 
New  Orleans,  Louisiana  70112 

Send  me  the  free  booklet  on  PMP  — C.  F 
Dahlberg  and  Co.’s  "Portfolio  Management 
Plans. " 

Name 


Address . 
City 


State  _ 


Zip. 


MJ 


NOVEMBER  1973 


515 


ORGANIZATION  / Continued 

State  Charity  Hospitals 
Seek  Medical  Directors 

The  Board  of  Trustees,  Eleemosynary  Institu- 
tions of  the  state  of  Mississippi,  is  seeking  physi- 
cians interested  in  a fulltime  position  as  medical 
director  at  one  of  the  three  hospitals:  Natchez 
Charity  Hospital,  South  Mississippi  State,  and 
Kuhn  Memorial  State  Hospital. 

The  salary  is  open,  according  to  James  C. 
Stubbs,  director.  Interested  applicants  should 
write  or  contact  the  board’s  office,  1404  Woolfolk 
Building,  Jackson  39201. 

Robins  Establishes 
Family  Planning  Panel 

An  Advisory  Panel  for  Family  Planning  and 
Birth  Control,  each  member  of  which  is  a Diplo- 
mate  of  the  American  Board  of  Obstetrics  and 
Gynecology,  has  been  established  by  A.  H.  Rob- 
ins Company,  Richmond-based  pharmaceutical 
manufacturer. 

The  company,  which  produces  the  Daikon 
Shield®,  an  intrauterine  contraceptive  device,  and 
Daikon  Foam™,  a contraceptive  foam,  is  spon- 
soring the  panel  as  a free  service  to  physicians  ac- 
tive in  family  planning  and  birth  control. 

Panel  members  will  be  available  to  consult  with 
any  physician  with  an  inquiry  or  problem  related 
to  intrauterine  contraceptive  devices  or  any  other 
birth  control  method. 

Physicians  may  request  a consultation  with  a 
panelist  through  an  A.  H.  Robins  representative, 
or  may  personally  initiate  a consultation. 

In  addition  to  consulting  with  private  physi- 
cians throughout  the  country,  the  panelists  also 
will  assist  the  A.  H.  Robins  medical  staff  in  re- 
sponding to  inquiries  concerning  the  Daikon 
Shield,  Daikon  Foam  and  other  related  products 
which  the  company  may  add  to  its  line,  and  pro- 
vide consultation  to  A.  H.  Robins  research  per- 
sonnel in  developing  new  products  and  initiating 
clinical  studies. 

The  new  panel  has  five  members  located  in 
Philadelphia,  Detroit,  Houston,  Los  Angeles  and 
San  Francisco.  The  company  anticipates  that  the 
size  of  the  panel  will  be  increased  in  the  future. 


1974  MSMA-Robins 
Award  Is  Announced 

The  thirteenth  annual  Mississippi  State  Medi- 
cal Association-Robins  Award  for  outstanding 
community  service  by  a state  physician  has  been 
announced  to  the  component  medical  societies  by 
the  Board  of  Trustees.  The  1974  award  will  be 
presented  at  the  106th  Annual  Session  during 
closing  ceremonies  on  May  9. 

Dr.  A.  A.  Derrick,  president,  and  Dr.  James 
O.  Gilmore,  chairman  of  the  Board  of  Trustees, 

said  that  each  compo- 
nent medical  society 
had  been  invited  to 
submit  a nomination 
for  the  honor.  The 
award  is  cosponsored 
annually  by  the  asso- 
ciation and  the  A.  H. 
Robins  Company  of 
Richmond,  Va.,  a 
long-established  man- 
ufacturer of  ethical 
pharmaceuticals. 

Drs.  Derrick  and 
Gilmore  said  that 
nominees  must  be 
members  of  the  state  medical  association  and  that 
the  community  service  recognized  by  the  local  so- 
ciety’s nomination  must  be  apart  from  purely  pro- 
fessional attainment,  since  suitable  awards  in  this 
connection  already  exist. 

Generally,  the  service  by  the  physician-nomi- 
nee should  have  benefitted  the  local  or  state  com- 
munities in  a civic,  cultural,  or  general  economic 
sense.  It  need  not,  however,  have  been  a single 
achievement,  since  many  outstanding  citizens  con- 
tribute to  community  betterment  through  a series 
of  services  in  varying  leadership  roles. 

Nominations  should  be  made  by  letter,  and 
there  are  no  restrictions  upon  length  or  attached 
exhibits  which  assist  in  establishing  the  nominee’s 
qualifications  and  record  of  achievement.  Drs. 
Derrick  and  Gilmore  said  that  each  letter  of  nom- 
ination must  be  signed  by  an  officer  of  the  com- 
ponent medical  society.  Nominations  from  previ- 
ous years  may  be  resubmitted. 

Deadline  for  submission  of  nominations  to  the 
state  medical  association  is  Jan.  1,  1974.  Each 
nomination  will  be  acknowledged,  and  the  Board 
of  Judges,  consisting  of  the  three  MSMA  vice 
presidents,  will  review  the  nominations. 

The  Robins  series  was  instituted  in  1962,  and 
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the  award  consists  of  a sculptured  bronze  plaque 
in  bas  relief,  engraved,  and  mounted  on  a ma- 
hogany panel. 

The  12  Mississippi  physicians  who  have  re- 
ceived the  high  honor  are  Dr.  Thomas  G.  Ross 
of  Jackson,  nominated  by  the  Central  Medical  So- 
ciety in  1962;  Dr.  Frank  M.  Davis  of  Corinth,  by 
the  Northeast  Mississippi  Medical  Society  in 
1963;  Dr.  Howard  A.  Nelson  of  Greenwood,  by 
the  Delta  Medical  Society  in  1964;  and  Dr. 
Maura  J.  Mitchell  of  Ellisville,  by  the  South  Mis- 
sissippi Medical  Society  in  1965. 

Dr.  J.  T.  Davis  of  Corinth,  by  the  Northeast 
Mississippi  Medical  Society  in  1966;  Dr.  Frank 
M.  Acree  of  Greenville,  by  Delta  Medical  in 
1967;  Dr.  W.  H.  Anderson  of  Booneville,  by 
Northeast  in  1968;  Dr.  Omar  Simmons  of  New- 
ton, by  the  East  Mississippi  Medical  Society  in 
1969;  Dr.  W.  J.  Aycock  of  Calhoun  City,  by  the 
Northeast  Society  in  1970;  Dr.  Walter  H.  Rose 
of  Indianola,  by  Delta  Medical  in  1971;  Dr. 
Reginald  P.  White  of  Meridian,  by  the  East  Mis- 
sissippi Medical  Society  in  1972;  and  Dr.  W.  A. 
Long.  Jr.,  of  Jackson,  by  the  Central  Medical  So- 
ciety in  1973. 


Marguerite  Piazza 
Addresses  Cancer  Society 

Famed  singer  Marguerite  Piazza  was  special 
guest  speaker  at  the  American  Cancer  Society, 


Mrs.  William  Waller  of  Jackson , Mississippi's  first 
lady  and  honorary  chairwoman  of  the  Uterine  Task 
Force,  presents  gift  to  special  guest,  opera  star 
Marguerite  Piazza. 


Mississippi  Division,  Inc.,  general  assembly  held 
at  Primos  Northgate  in  Jackson  in  September. 

Miss  Piazza  gave  her  personal  story  of  her  bat- 
tle with  melanoma  and  urged  her  audience  to 
heed  the  seven  warning  signals  of  cancer.  She 
concluded  her  address  by  singing  “You’ll  Never 
Walk  Alone.” 

Other  highlights  of  the  annual  meeting  includ- 
ed election  of  officers  and  formal  beginning  of  the 
campaign  against  uterine  cancer  which  has  the 
theme,  “Let  No  Woman  Be  Overlooked.” 


Dr.  Loren  Breland  of  Crystal  Springs,  1973-74 
ACS  state  president,  unveils  promotional  material 
for  campaign  against  uterine  cancer. 


Special  Service  awards  were  given  to  outstand- 
ing lay  and  medical  ACS  volunteers  including 
Drs.  Edward  Lowicki  of  Jackson  and  W.  C.  Jones 
of  Forest  for  service  to  professional  education. 

Dr.  Loren  Breland  of  Crystal  Springs  assumed 
the  presidency  of  the  Mississippi  organization. 
Outgoing  president  was  Dr.  Frank  A.  Wood  of 
Jackson. 

Dr.  Thomas  Barnes  of  Greenville  is  first  vice 
president  and  Dr.  A.  E.  Brown  of  Columbus  and 
Dr.  Hardy  Woodbridge  of  Jackson  are  area  vice 
presidents. 

Overall  theme  of  the  American  Cancer  Society 
in  1973  is  “People  to  People,”  according  to  Rich- 
ard E.  Barba  of  Jackson,  ACS  Executive  Vice 
President. 
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Because  you 
practice 

medicine  in  the 

MagnoliaState... 


You  carry  one  of  the  heaviest 
patient  loads  in  the  country. 
Since  this  may  include 
a number  of  patients  with 
gastritis  and  duodenitis... 
you  should  know 
more  about  Librax® 


Helps  reduce 

anxiety-related  G.I.  symptoms 

A patient  may  blame  his  attacks  of  gastritis  or 
duodenitis  on  “something  he  ate”  but  contribut- 
ing factors  may  be  his  job, 
marital  problems,  financial 
worries  or  some  other  unmen- 
tioned source  of  stress  and 
excessive  anxiety  that 
exacerbated  the  condition. 

Whether  it  is  “something 
he  ate”  or  “something  eating  him,”  adjunctive 
Librax  can  help.  Librax  offers  both  the  antianxiety 
action  of  Librium®  (chlordiazepoxide  HC1),  that  can 
help  relieve  excessive  anxiety,  and  the  dependable 
anticholinergic  action  of  Quarzan®  (clidinium  Br), 
that  can  help  reduce  gastrointestinal  hypermotility 
and  hypersecretion. 


Before  prescribing,  please  consult  complete  product  information, 
a summary  of  which  follows: 

Contraindications:  Patients  with  glaucoma;  prostatic  hyper- 
trophy and  benign  bladder  neck  obstruction;  known  hypersen- 
sitivity to  chlordiazepoxide  hydrochloride  and/or  clidinium 
bromide. 

Warnings:  Caution  patients  about  possible  combined  effects 
with  alcohol  and  other  CNS  depressants.  As  with  all  CNS- 
acting  drugs,  caution  patients  against  hazardous  occupations 
requiring  complete  mental  alertness  (e.g.,  operating  machinery, 
driving).  Though  physical  and  psychological  dependence  have 
rarely  been  reported  on  recommended  doses,  use  caution  in 
administering  Librium  (chlordiazepoxide  hydrochloride)  to 
known  addiction-prone  individuals  or  those  who  might  increase 
dosage;  withdrawal  symptoms  (including  convulsions),  following 
discontinuation  of  the  drug  and  similar  to  those  seen  with  bar- 
biturates, have  been  reported.  Use  of  any  drug  in  pregnancy, 
lactation,  or  in  women  of  childbearing  age  requires  that  its 
potential  benefits  be  weighed  against  its  possible  hazards.  As 
with  all  anticholinergic  drugs,  an  inhibiting  effect  on  lactation 
may  occur. 

Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest 
effective  amount  to  preclude  development  of  ataxia,  overseda- 
tion or  confusion  (not  more  than  two  capsules  per  day  initially; 
increase  gradually  as  needed  and  tolerated).  Though  generally 
not  recommended,  if  combination  therapy  with  other  psycho- 
tropics seems  indicated,  carefully  consider  individual  pharma- 
cologic effects,  particularly  in  use  of  potentiating  drugs  such  as 
MAO  inhibitors  and  phenothiazines.  Observe  usual  precautions 
in  presence  of  impaired  renal  or  hepatic  function.  Paradoxical 
reactions  (e.g.,  excitement,  stimulation  and  acute  rage)  have 
been  reported  in  psychiatric  patients.  Employ  usual  precautions 


Patient-oriented  dosage  — up  to 
8 capsules  daily  in  divided  doses 

For  optimal  response,  dosage  can  be  adjusted  to  suit 
patient  needs— 1 or  2 capsules,  3 or  4 times  a day. 

To  help  relieve 
anxiety-linked 
symptoms  in  gastritis 

and  duodenitis 

■w-  adjunctive 

Librax^ 

Each  capsule  contains  5 mg  chlordiazepoxide  HC1 
and  2.5  mg  clidinium  Br. 


in  treatment  of  anxiety  states  with  evidence  of  impending 
depression;  suicidal  tendencies  may  be  present  and  protective 
measures  necessary.  Variable  effects  on  blood  coagulation  have 
been  reported  very  rarely  in  patients  receiving  the  drug  and  oral 
anticoagulants;  causal  relationship  has  not  been  established 
clinically. 

Adverse  Reactions:  No  side  effects  or  manifestations  not  seen 
with  either  compound  alone  have  been  reported  with  Librax. 
When  chlordiazepoxide  hydrochloride  is  used  alone,  drowsiness, 
ataxia  and  confusion  may  occur,  especially  in  the  elderly  and 
debilitated.  These  are  reversible  in  most  instances  by  proper 
dosage  adjustment,  but  are  also  occasionally  observed  at  the 
lower  dosage  ranges.  In  a few  instances  syncope  has  been 
reported.  Also  encountered  are  isolated  instances  of  skin 
eruptions,  edema,  minor  menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms,  increased  and 
decreased  libido— all  infrequent  and  generally  controlled  with 
dosage  reduction;  changes  in  EEG  patterns  (low-voltage  fast 
activity)  may  appear  during  and  after  treatment;  blood 
dyscrasias  (including  agranulocytosis),  jaundice  and  hepatic 
dysfunction  have  been  reported  occasionally  with  chlordiaz- 
epoxide hydrochloride,  making  periodic  blood  counts  and  liver 
function  tests  advisable  during  protracted  therapy.  Adverse 
effects  reported  with  Librax  are  typical  of  anticholinergic  agents, 
i.e.,  dryness  of  mouth,  blurring  of  vision,  urinary  hesitancy  and 
constipation.  Constipation  has  occurred  most  often  when 
Librax  therapy  is  combined  with  other  spasmolytics  and/or 
low  residue  diets. 
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ORGANIZATION  / Continued 

UMC  Offers  Lab 
Personnel  Study  Units 

New  instructional  materials  for  laboratory  per- 
sonnel are  now  available  on  a loan  basis  from  the 
University  of  Mississippi  Medical  Center. 

Dr.  Thomas  E.  Freeland,  dean  of  the  School 
of  Health  Related  Professions,  said  the  school  has 
been  named  distribution  center  for  the  series  of 
audiovisual  study  units.  The  units — slide/ lecture 
tapes  on  various  laboratory  techniques — were 
produced  by  the  National  Committee  for  Careers 
in  Medical  Laboratory  of  the  American  Society 
of  Clinical  Pathologists  and  College  of  American 
Pathologists. 

Subject  areas  of  the  study  units  include  blood- 
banking, serology,  urinalysis,  coagulation  and 
hematology. 

“Each  unit,”  Dr.  Freeland  pointed  out,  “has 
several  presentations  on  the  subject  area.  For  ex- 
ample, the  unit  on  bloodbanking  includes  eight 
lecture/ slide  presentations,  ranging  from  ‘basic 
review  of  blood’  to  ‘complications  of  transfu- 
sion.’ ” 

Dr.  Freeland  said  there’s  no  charge  for  use  of 
the  instructional  materials  except  for  postage  fees. 
They  may  be  obtained  by  writing  him  in  the 
School  of  Health  Related  Professions  at  the  Uni- 
versity Medical  Center,  2500  North  State  Street, 
Jackson  39216. 

Units  available  for  loan  are: 

Volume  1 — Bloodbanking,  Serology,  and 
Urinalysis 

Bloodbanking 

Introduction 

Lecture  1 — Basic  Review  of  Blood  and 
Component 

Lecture  2 — Blood  Collection 
Lecture  3 — Complications  of  Transfusion 
Lecture  4 — Pre-transfusion  Testing 
Lecture  5 — Special  Problems  and  Pre-trans- 
fusion Testing 

Lecture  6 — Hemolytic  Disease  of  the  New- 
born 

Lecture  7 — Blood  Group  Antibodies 
Lecture  8 — Quality  Control  and  Adminis- 
tration 

Serology  Series 
Introduction 

Lecture  1 — Serology — General  Review 
Lecture  2 — Serodiagnosis  of  Syphilis 


Lecture  3 — Serodiagnosis  other  than  Syph- 
ilis and  Bloodbank — Part  1 
Lecture  4 — Serodiagnosis  other  than  Syph- 
ilis and  Bloodbank — Part  II 
Lecture  5 — Immunodiagnostic  Test  for  the 
Detection  of  Autoimmune  Mycotic,  Para- 
sitic and  Venereal  Diseases — Part  I 
Lecture  6 — Immunodiagnostic  Test  for  the 
Detection  of  Autoimmune  Mycotic,  Para- 
sitic and  Venereal  Diseases — Part  II 
Lecture  7 — Quality  Control  in  the  Serology 
Laboratory 
Urinalysis  Series 

Lecture  1 — Routine  Chemical  Tests 
Lecture  2 — Examination  of  the  Urinary 
Sediment 

Lecture  3 — Special  Chemical  Tests 

Volume  II — Coagulation,  Hematology 
Coagulation  Series 
Introduction 

Lecture  1 — Blood  Coagulation 
Lecture  2 — Routine  (Screening)  Proce- 
dures 

Lecture  3 — Specific  Tests  for  Individual 
Factors 

Lecture  4 — Fibrinolysis 
Hematology  Series 
Introduction 

Lecture  1 — Fundamental  Teachings  in  He- 
matology 

Lecture  2 — Quality  Control  in  Hematology 
Lecture  3 — Abnormalities  in  Red  Cell  Mor- 
phology: Part  I 

Lecture  4 — Abnormalities  in  Red  Cell  Mor- 
phology: Part  II 

Lecture  5 — Abnormalities  in  Red  Cell  Mor- 
phology: Part  III 

Lecture  6 — Normal  Cells  in  Peripheral 
Blood 

Lecture  7 — Atypical  and  Abnormal  Cells  of 
the  Peripheral  Blood 

Lecture  8 — Cytochemistry  in  Diagnostic 
Hematology 

Lecture  9 — Laboratory  Tests  in  the  Diag- 
nosis of  Sickle  Cell  Disease:  Part  I 
Lecture  10 — Laboratory  Tests  in  the  Diag- 
nosis of  Sickle  Cell  Disease:  Part  II 
Lecture  11 — Laboratory  Tests  in  the  Diag- 
nosis of  Sickle  Cell  Disease:  Part  III 
Lecture  12 — Hemoglobin  Electrophoresis 
Lecture  13 — Hematology  Special  Proce- 
dures: Part  I 

Lecture  14 — Hematology  Special  Proce- 
dures: Part  II 
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Dr.  Michael  DeBakey 
Speaks  at  Tupelo 

The  really  significant  work  to  be  done  in  the 
realm  of  heart  disease  lies  in  research  to  prevent 
various  aspects  of  disease,  particularly  damage 
to  the  arteries,  Dr.  Michael  DeBakey  of  Houston, 
Tex.,  told  members  of  the  Northeast  Mississippi 
Medical  Society  at  their  September  meeting  at  the 
Tupelo  Country  Club. 

Dr.  DeBakey  showed  slides  of  instances  in 
which  dacron  arteries  had  been  used  to  bypass 
clogged  areas  in  arteries.  He  termed  heart  trans- 
plants “very  inefficient  and  very  costly,”  explain- 
ing that  it  is  far  more  efficient  to  keep  the  arteries 
clear  and  healthy. 

Though  he  saw  little  significance  in  heart  trans- 
plants, Dr.  DeBakey  said  that  there  is  a need  for 
artificial  hearts  to  serve  as  a temporary  aid  to  as- 
sist circulation.  He  also  called  for  increased  re- 
search funds  on  the  prevention  of  heart  diseases. 

Dr.  DeBakey  is  president  and  chairman  of  the 
department  of  surgery,  Baylor  College  of  Medi- 
cine, and  director  of  Cardiovascular  Research  and 
Training  Center,  Methodist  Hospital,  Houston. 
Also  a medical  instrument  inventor.  Dr.  DeBakey 
has  authored  more  than  850  publications. 

Among  his  consultative  appointments  are  Con- 
sultant in  Surgery,  Walter  Reed  Hospital,  and 
Surgical  Consultant  to  the  Surgeon  General, 
United  States  Army. 

Dr.  DeBakey  is  a graduate  of  the  Tulane  Medi- 
cal School  and  completed  residency  and  postgrad- 
uate training  at  Charity  Hospital  in  New  Orleans 
and  the  University  of  Strasbourg  and  Heidelburg, 
Germany. 

Eaton  Loans  Cassettes 
to  Urology  Departments 

In  keeping  with  the  latest  educational  methods, 
Eaton  Laboratories  will  provide  color  videocas- 
sette players  and  T.V.  receivers  to  urology  de- 
partments in  100  medical  teaching  institutions 
throughout  the  United  States,  according  to  Frank 
M.  Ault,  vice  president  and  general  manager  of 
Eaton.  The  University  of  Mississippi  School  of 
Medicine  at  Jackson  is  included. 

The  videocassettes  will  be  loaned  on  a long- 
term basis  to  each  urology  department  as  part  of 
Eaton’s  program  designed  to  help  enrich  the  con- 


tent of  undergraduate  and  postgraduate  medical 
education. 

Eaton’s  medical  representatives  presented  the 
videocassette  systems  to  the  chief  of  the  urology 
department  in  each  institution  during  the  week 
of  Sept.  24,  1973.  At  the  same  time,  each  depart- 
ment was  given  several  videocassettes  containing 
22  films  from  Eaton’s  Library  of  Surgical  and 
Medical  Science  Teaching  Films.  In  the  future, 
Eaton  will  provide  additional  videocassettes  at  in- 
tervals to  help  build  up  each  institution’s  own  li- 
brary. 

The  Eaton  library  has  available  more  than  150 
films  on  urology,  plastic  and  reconstructive  sur- 
gery, burn  therapy,  gynecology,  dentistry,  neu- 
rology, and  cardiovascular  surgery.  Four  of  these 
16  mm.  sound  color  films  have  won  “Golden 
Eagle”  awards  for  excellence  from  the  Council 
on  International  Nontheatrical  Events  (CINE). 
Available  on  a free  loan  basis,  films  from  the  li- 
brary are  seen,  on  the  average,  by  more  than 
9,000  different  groups  each  year — students,  phy- 
sicians, nurses  and  other  medical  personnel — 
with  a total  audience  of  nearly  90,000  persons. 

The  videocassette  player  makes  it  possible  to 
view  videotape  prints  on  an  ordinary  color  tele- 
vision receiver.  As  in  other  educational  settings, 
the  system  can  be  used  whenever  it  is  convenient 
for  staff  members,  residents,  interns  and  medical 
students  who  wish  to  study  special  programs. 

Venereal  Disease 
Increases  in  Mississippi 

“Reported  venereal  disease  cases  continued  to 
rise  in  Mississippi  during  fiscal  year  1973,”  states 
Dr.  Durward  Blakey,  director  of  Preventable  Dis- 
ease Control,  Mississippi  State  Board  of  Health. 
Gonorrhea,  which  is  presently  of  epidemic  pro- 
portions throughout  the  nation,  increased  in  the 
state  by  more  than  3,700  cases  over  last  fiscal 
year  with  a total  of  14,060  cases  reported.  Syph- 
ilis, which  usually  occurs  in  outbreaks,  decreased 
slightly  with  634  early  cases  reported;  7 fewer 
than  last  year. 

In  an  effort  to  reduce  gonorrhea  to  a control- 
lable level,  the  State  Board  of  Health  supplied 
materials  to  health  services  throughout  the  state 
for  routine  testing  of  asymptomatic  females.  Of 
the  97,748  tests  performed,  6,293  gonorrhea  in- 
fections were  identified.  The  large  majority  of 
persons  found  to  be  infected  were  not  aware  that 
they  had  gonorrhea. 
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Dr.  Arthur  Guyton 
Receives  ACCP  Award 

Dr.  Arthur  C.  Guyton,  chairman  and  professor, 
department  of  physiology  and  biophysics,  Uni- 
versity of  Mississippi  Medical  Center,  Jackson, 
has  been  named  1973  winner  of  the  Distinguished 
Lectureship  in  Physiology  Citation  of  the  Ameri- 
can College  of  Chest  Physicians.  The  citation  is 
one  of  the  four  highest  honors  given  by  the 
ACCP. 

Dr.  Guyton  was  honored  at  the  convocation 
of  the  ACCP’s  39th  Annual  Scientific  Assembly, 
October  22-25,  1973,  in  Toronto,  Ontario,  Can- 
ada. Approximately  200  physicians  were  inducted 
as  Fellows  of  the  college  at  the  same  convocation. 

Dr.  Guyton,  54,  a native  of  Oxford,  is  a mem- 
ber of  the  publications  board  of  the  American 
Heart  Association  and  of  the  council  of  the 
American  Physiological  Society. 

Nurses  Get  Training 
In  Care  of  Burns 

HEW’s  Division  of  Nursing,  through  a $306,- 
514  contract  with  the  University  of  Texas,  is  sup- 
porting the  first  educational  program  specifically 
tailored  to  prepare  nurses  for  expanded  roles  in 
the  care  of  burn  patients. 

The  division  is  a component  of  the  Bureau  of 
Health  Resources  Development  in  HEW’s  Health 
Resources  Administration. 

Under  the  three-year  contract,  the  University 
of  Texas  Southwestern  Medical  School  at  Dallas, 
in  collaboration  with  the  Texas  Woman’s  Univer- 
sity, is  developing  a two-year  master’s  level  pro- 
gram to  produce  teachers  and  beginning  research- 
ers as  well  as  specialized  nurse  practitioners  in  the 
burn  field.  Students  may  apply  credit  for  this  pro- 
gram, and  also  for  a third,  optional  year  of  study 
focusing  on  clinical,  biomedical,  or  psychosocial 
research  toward  a doctorate  in  nursing  from  Tex- 
as Woman’s  University. 

The  new  graduate  nursing  program  has  signifi- 
cance for  staffing  centers  now  being  established 
throughout  the  country  to  cope  with  burns,  which 
are  a major  cause  of  injury  and  death,  and  the 
leading  cause  of  death  among  children  between 
ages  one  and  eleven.  It  is  also  expected  to  result 
in  a model  curriculum  to  help  other  universities 
offer  practitioner  study  in  this  nursing  area. 


Radiologic  Tumor 
Diagnosis  Course  Set 

The  eighteenth  annual  clinical  conference  will 
be  held  Nov.  8 and  9,  1973,  at  Texas  Medical 
Center  in  Houston.  Theme  of  this  year’s  course 
is  radiologic  and  other  biophysical  methods  in  tu- 
mor diagnosis. 

The  conference  is  sponsored  by  The  University 
of  Texas  System  Cancer  Center,  M.  D.  Anderson 
Hospital  and  Tumor  Institute  and  will  be  co- 
sponsored by  The  University  of  Texas  Health  Sci- 
ence Center  at  Houston  and  the  American  Cancer 
Society. 

There  is  no  tuition  fee  and  the  course  will  be 
given  at  the  Shamrock  Hilton  Hotel. 

The  program  is  acceptable  for  13  hours  pre- 
scribed credit  by  the  American  Academy  of  Fam- 
ily Physicians. 

For  further  information  write  Clinical  Confer- 
ence Registration,  The  University  of  Texas  M.  D. 
Anderson  Hospital  and  Tumor  Institute  at  Hous- 
ton, Houston,  Tex.  77025. 

Dermatologists  Meet 
in  Chicago 

The  32nd  Annual  Meeting  of  the  American 
Academy  of  Dermatology  will  be  held  Dec.  1-6, 
1973,  at  the  Palmer  House  in  Chicago.  More  than 
2,600  skin  disease  specialists  and  research  sci- 
entists are  expected  to  attend  the  six-day  meeting. 

Dr.  John  R.  Haserick,  Pinehurst,  N.  C.,  presi- 
dent of  the  4,000-member  medical  specialty  so- 
ciety, announced  that  the  1973  meeting  will  have 
the  most  varied  scientific  program  ever  presented 
by  the  American  Academy  of  Dermatology — 
with  some  490  physicians  and  investigators  serv- 
ing as  speakers,  members  of  the  faculty  and  sci- 
entific exhibitors. 

The  sessions  will  include  some  128  breakfast 
and  luncheon  discussions,  49  seminars-in-depth, 
23  symposia,  nine  special  courses,  a half-day  resi- 
dent’s forum  and  two  special  lectures. 

Among  other  events  will  be  special  sessions  on 
peer  review  and  audiovisual  aids  and  the  premiere 
showing  of  a new  motion  picture  for  the  general 
public,  “Outer  Limit — the  Amazing  Story  of  the 
Skin.” 

Also  scheduled  are  the  presentation  of  21  sci- 
entific and  some  140  technical  exhibits,  plus  a 
three-day  special  exhibit  on  learning  resources. 
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Drugs  and  Sports 
Don’t  Mix 

The  use  of  drugs  as  an  aid  to  athletic  perform- 
ance has  been  condemned  by  the  American  Acad- 
emy of  Pediatrics’  Joint  Committee  on  Physical 
Fitness,  Recreation,  and  Sports  Medicine  in  the 
September  issue  of  Pediatrics. 

Noting  that  some  athletes  and  coaches  have 
tried  nutritional,  physical,  and  pharmacological 
methods  of  increasing  performance,  the  commit- 
tee said  “there  is  no  scientific  basis  for  any  such 
practices.” 

The  statement  dealt  in  particular  with  two 
types  of  drugs — anabolic  steroids,  used  mainly 
for  weight  gain,  and  amphetamines. 

The  committee  said  several  side  effects  have 
been  associated  with  the  use  of  steroids,  including 
precocious  sexual  development  in  boys  and  the 
possibility  of  masculinization  in  girls. 

Research  in  the  use  of  steroids  has  not  demon- 
strated increases  in  strength,  the  committee  said. 
“Athletes  who  claim  gain  in  weight  and  increased 
athletic  performance  appear  to  have  taken  self- 
administered  doses  of  steroids  far  beyond  the 
therapeutically  recommended  amount  of  these 
drugs,”  the  committee  said.  “The  results  are  ques- 
tionable at  any  age,  and  highly  undesirable  in 
adolescence.” 

On  amphetamines,  the  committee  said  the 
drugs  may  improve  physical  performance  if  the 
athlete  is  fatigued,  but  the  individual's  judgment, 
and  his  estimate  of  his  own  performance,  may  be 
impaired. 

“The  amphetamines  are  dangerous  because  of 
their  hazardous  effect  of  masking  the  signs  of  fa- 
tigue or  exhaustion,”  the  statement  said.  “Thus, 
the  drug  may  be  harmful  to  the  stressed  athlete.” 
More  harmful  side  effects — including  psychologi- 
cal dependence — may  occur  with  chronic  use,  the 
committee  noted. 

The  committee  also  warned  against  the  fre- 
quent use  of  “downers” — mainly  barbiturates — 
to  help  athletes  obtain  restful  sleep  before  a per- 
formance. Their  frequent  use  is  hazardous  be- 
cause of  “detrimental  effects  on  performance  and 
the  possibility  of  psychological  dependence,”  the 
committee  said. 

The  committee  also  said  there  is  no  scientific 
evidence  to  indicate  that  special  foods,  vitamins, 
massages,  ultraviolet  lights,  breathing  oxygen,  or 
nutritional  supplements  can  improve  the  ability 
of  an  already  healthy  athlete. 


“Young  people  today  grow  up  with  the  notion 
that  there  is  a drug  to  hasten  recovery  from  prac- 
tically every  illness  and  that  a healthy  person  can 
be  even  better  off  if  he  has  something  special  in 
his  diet  or  in  his  manner  of  living,”  the  committee 
said. 

“The  result  of  these  beliefs  and  attitudes  is  a 
host  of  misconceptions  about  ways  by  which  a 
healthy  individual  can  be  improved  by  a miracle 
drug,  a special  diet,  a vitamin,  a hormone,  par- 
ticular exercises,  or  some  other  procedure.” 

The  statement  concluded:  “No  drug  can  safely 
make  the  athlete  better  than  he  would  normally 
be.  The  facts  and  dangers  regarding  the  use  of 
anabolic  steroids,  stimulants,  and  sedatives  should 
be  made  available  to  athletes,  coaches,  parents 
of  young  athletes,  and  physicians. 

“All  of  them  should  know  that  the  misguided 
use  of  ergogenic  aids  to  improve  athletic  per- 
formance is  contrary  to  good  medical  care,  harm- 
ful to  physical  and  mental  health,  and  counter  to 
ethical  and  sportsmanlike  participation  in  ath- 
letics.” 

1974  Medical 
Hypnosis  Workshops  Set 

Introductory  and  advanced  workshops  in  medi- 
cal hypnosis  will  be  held  in  conjunction  with  the 
26th  Annual  Scientific  Meeting  of  the  Society  for 
Clinical  and  Experimental  Hypnosis  at  the  Ritz- 
Carlton  Hotel,  in  Montreal,  Oct.  8-11,  1974.  The 
workshops  will  be  followed  by  the  scientific  pro- 
gram which  concludes  on  the  afternoon  of  Oct. 
13. 

The  workshops  are  under  the  sponsorship  of 
the  Departments  of  Psychiatry  at  Universite  de 
Montreal  and  McGill  University,  the  Departments 
of  Psychology  at  Sir  George  Williams  University 
and  Universite  de  Montreal,  the  Institut  national 
de  la  recherche  scientifique,  secteur  sante,  and 
Hopital  Saint-Jean-de-Dieu. 

These  meetings  will  celebrate  the  25th  anni- 
versary of  the  society,  and  will  mark  the  first  time 
that  the  convention  has  been  held  outside  of  the 
USA. 

For  further  information,  write  to:  Germain 
Lavoie,  Ph.D.,  Workshops'  Chairman — SCEH 
1974,  Hopital  Saint-Jean-de-Dieu,  Montreal- 
Gamelin,  Quebec,  Canada. 


NOVEMBER  1973 


523 


ORGANIZATION  / Continued 

Dr.  R.  Clark  Appointed 
to  Planning  Council 

Dr.  Richard  H.  Clark  of  Hattiesburg  has  been 
appointed  chairman  of  the  State  Health  Planning 
Advisory  Council.  The  appointment  was  an- 
nounced by  Governor  Bill  Waller. 

The  council  serves  in  an  advisory  capacity  to 
the  Division  of  Comprehensive  Health  Planning, 
office  of  the  governor. 

Dr.  F.  Lindsey  Risher,  executive  director  of  the 
Division  of  CHP,  said  that  Dr.  Clark  will  serve  a 
four  year  term. 

Dr.  Clark,  a surgeon  with  the  Hattiesburg  Clin- 
ic, P.A.,  since  1961,  is  a graduate  of  Tulane  Uni- 
versity School  of  Medicine  and  completed  his 
residency  in  surgery  at  Charity  Hospital  of  Louisi- 
ana at  New  Orleans.  He  is  a fellow  of  the  Ameri- 
can College  of  Surgeons,  American  College  of 
Chest  Physicians,  and  a diplomate  of  the  Ameri- 
can Board  of  Surgery. 

He  is  a member  of  the  Alton  Ochsner  Surgical 
Society,  AMA,  MSMA  and  is  president  of  the 
board  of  directors,  Southeast  Mississippi  Air  Am- 
bulance District,  based  in  Hattiesburg. 

The  new  advisory  council  chairman  is  also 
chairman  of  the  Mississippi  Trauma  Committee  of 
the  ACS,  chief  of  staff  at  Forrest  General  Hos- 
pital, and  Health  and  Safety  chairman.  Hub  Dis- 
trict Boy  Scouts  of  America. 

The  State  Health  Planning  Advisory  Council  is 
charged  with  the  responsibility  for  identifying 
health  care  needs  and  problems  in  Mississippi  and 
for  studying  methods  of  implementing  recom- 
mended improvements.  The  advisory  council  is  the 
sole  state  agency  responsible  for  the  review  of 
capital  expenditures  by  health  facilities  receiving 
federal  money  under  the  Social  Security  Act. 

As  chairman  of  the  Advisory  Council,  replac- 
ing Meridian  attorney  William  E.  Ready,  Dr. 
Clark  will  coordinate  the  council’s  activities,  pre- 
side over  quarterly  meetings  and  appoint  commit- 
tees and  task  forces  which  he  considers  necessary 
to  deal  with  special  areas  of  concern  to  health 
care. 

ACS  Surveys  Hospital 
Cancer  Programs 

The  American  College  of  Surgeons’  Commis- 
sion on  Cancer  is  surveying  hospital  cancer  pro- 


grams across  the  country  in  order  to  establish 
categories  of  types  of  care  rendered  by  hospitals 
which  qualify  for  approval  of  their  cancer  pro- 
grams. 

These  categories  will  not  relate  to  quality  of 
care,  but  rather  to  the  types  of  care  the  hospitals 
can  render,  ranging  from  limited  treatment  to 
treatment  of  malignancies  in  any  part  of  the  body. 

Dr.  Andrew  Mayer,  assistant  director  of  pro- 
fessional activities  in  charge  of  the  college’s  can- 
cer program,  explains  in  the  September  Bulletin 
that  “members  of  the  Commission  on  Cancer  rec- 
ognized only  one  acceptable  level  of  care  for  can- 
cer patients.” 

That  is  “that  of  the  highest  quality  presently 
known  to  the  medical  profession.” 

Dr.  Mayer  said  the  commission  recognizes  that 
“small  hospitals  may  have  the  facilities  and  per- 
sonnel to  deliver  this  highest  of  quality  of  care  to 
patients  with  cancer  of  some  anatomical  sites, 
while  referring  patients  with  cancer  of  other  ana- 
tomical sites  to  hospitals  that  are  more  adequately 
prepared  to  give  this  high  quality  of  care.” 

To  establish  these  categories  a questionnaire 
was  mailed  to  the  institutions  presently  conduct- 
ing an  approved  cancer  program.  Based  on  results 
of  this  mail  survey,  institutions  will  be  assigned 
a category  and  the  college  will  then  publish  the 
annual  list  of  approved  hospital  cancer  programs 
by  category. 

Dr.  Mayer  pointed  out  that  approval  of  a hos- 
pital cancer  program  relates  only  to  established 
criteria  of  organization,  personnel  and  facilities 
and  that  it  does  not  directly  relate  to  patient 
care  evaluation. 

With  the  new  criteria,  the  commission  has 
added  a requirement  that  in  order  to  be  approved 
hospitals  must  have  an  established  system  for  pa- 
tient care  evaluation,  with  documentation  of  its 
operation. 

The  commission  used  only  a small  number  of 
major  differences  in  developing  its  plan  of  cate- 
gorization. While  the  commission  recognizes  the 
existence  “of  a myriad  of  other  existing  variables 
of  major  and  minor  importance,”  it  felt  that  “the 
widespread  interlocking  of  these  variables  would 
make  their  use  in  categorization  highly  impracti- 
cal.” 

Regardless  of  category,  all  hospitals  with  ap- 
proved cancer  programs  must  be  accredited  by 
the  Joint  Commission  on  Accreditation  of  Hos- 
pitals. They  must  also  have  a multidisciplinary 
cancer  committee  responsible  for  maintaining  a 
cancer  registry  with  periodic  reports  to  the  hos- 
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pital  staff,  for  multidisciplinary  cancer  confer- 
ences, for  consultation  services  and  for  the  evalu- 
ation of  quality  of  patient  care. 

Three  regular  categories  and  one  special  cate- 
gory of  care  have  been  established.  These  cate- 
gories are  based  on  sophistication  and  amount  of 
cancer  treatment  provided  by  the  institution,  the 
number  of  patients  treated  each  year,  residency 
training  programs,  and  research  programs. 

The  American  College  of  Surgeons  has  long 
been  involved  in  promoting  high  quality  of  care 
for  cancer  patients.  Its  first  committee  involved 
in  such  a program  was  established  in  1931,  and 
in  1933  it  published  its  first  list  of  institutions 
with  approved  cancer  programs. 

In  1956  the  college  inaugurated  a major 
change  in  criteria  for  approval  in  requiring  that 
approved  hospitals  must  maintain  a cancer  reg- 
istry so  that  cancer  patients  could  be  followed 
throughout  their  lives  and  the  results  of  their 
treatment  could  be  evaluated. 

Surveys  are  carried  out  on  a continual  basis. 
As  of  January  1973,  the  Approvals  Program 
numbered  808  institutions.  The  list  is  published 
yearly  in  the  April  issue  of  the  college’s  Bulletin. 

Belhaven  Schedules  40th 
Singing  Christmas  Tree 

One  of  the  South’s  Christmas  traditions  will 
celebrate  its  40th  birthday  on  Nov.  30  and  Dec.  1 
when  the  famed  Belhaven  College  Singing  Christ- 
mas Tree  heralds  the  yuletide  season  for  thou- 
sands of  Mississippians. 

Begun  in  1933  by  the  late  Mrs.  John  T.  Cald- 
well— former  Belhaven  voice  professor — the  tra- 
dition has  grown  over  the  years  into  Mississippi's 
major  non-commercial  tribute  to  the  Christmas 
season. 

Popular  and  traditional  carols  will  flow  from 
the  boughs  of  the  145-voice  tree  for  two  consecu- 
tive nights  at  8:15  p.m.  in  the  college  bowl  where 
the  27  foot  tree  stands  on  a permanent  concrete 
stage  constructed  last  year  as  the  beginning  of  an 
amphitheater  at  the  college. 

The  thousands  of  Mississippians  who  attend 
the  concert  yearly  are  accustomed  to  bringing 
cushions  and  blankets  and  sitting  on  the  ground 
(often  frozen)  to  hear  the  hymns,  anthems  and 
seasonal  music.  Residents  of  the  Belhaven  area 
often  listen  to  the  music  and  enjoy  the  lighted 
tree  from  their  own  lawns. 


Lighting  for  the  tree  is  changed  to  match  the 
mood  or  feeling  of  each  song.  Each  singer  holds 
five  strands  of  lights  (almost  800  lights  are  used) 
and  they  are  controlled  from  a central  panel. 
Flood  or  spot  lights  are  also  used  to  correspond 
with  the  color  of  lights  on  the  tree. 

The  director,  organist  and  technical  director 
work  from  a large  rectangular  pit  dug  in  the  cen- 
ter of  the  bowl  a few  yards  from  the  tree  so  that 
they  are  not  seen  and  the  effect  is  one  of  dignity 
and  simplicity. 

Costumes  for  the  singers  are  white  robes  with 
sequin  collars  which  reflect  the  colored  lights. 

The  Singing  Tree  began  in  1933  when  the  late 
Mrs.  Caldwell  invited  the  faculty  and  student 
body  (Belhaven  was  than  a girls’  school)  to  a 
program  of  carols  after  the  college’s  traditional 
Christmas  dinner. 

After  this  informal  program  for  three  years, 
Mrs.  Caldwell  and  the  college  engineer  realized 
that  the  residents  of  the  area  were  anxious  to  at- 
tend the  program.  They  designed  and  built  the 
first  wood  pyramidal  frame  for  the  tree.  This 
original  design  is  thought  to  be  the  oldest  of  its 
type  and  has  been  mailed  to  schools  and  cities 
throughout  the  nation  upon  request. 

Mrs.  Caldwell  directed  the  program  until  her 
retirement.  When  Henry  Thomas  Ford  joined  the 
Belhaven  faculty  in  1962,  several  changes  were 
made.  Belhaven  had  been  coeducational  for  about 
eight  years,  so  he  thought  it  logical  to  add  men 
singers  to  the  tree.  That  year,  a capacity  crowd 
made  it  obvious  that  the  setting  would  have  to  be 
moved  from  its  traditional  spot  between  the  two 
Gothic  columns  overlooking  the  lagoon.  So  in 
1963  a larger  and  taller  tree  was  placed  on  the 
college  bowl  allowing  seating  space  on  three 
sides.  So  successful  was  the  1963  performance 
that  business  and  civic  leaders  requested  that  the 
program  be  presented  for  three  nights  in  1964. 

It  was  fitting  in  1972  that  John  T.  Caldwell, 
Jr.,  retired  Jackson  businessman  and  the  son  of 
the  tree's  founder  became  chairman  of  a commit- 
tee to  secure  funds  for  a permanent  amphitheater 
at  Belhaven.  Through  the  generosity  of  business 
and  industry,  a gigantic  concrete  stage  was  built 
in  the  college  bowl,  appropriate  electrical  work 
was  completed  and  the  new  pit  was  constructed. 
Additional  work  will  be  done  before  the  Nov.  30 
performance. 

The  Singing  Tree  is  a family  tradition  for  many 
Mississippians.  Yearly  second  and  third  genera- 
tion singers  are  added  to  the  tree. 
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ACR  Establishes  Bone 
Tumor  Referral  Centers 

Three  bone  tumor  referral  centers  have  been 
set  up  under  the  auspices  of  the  American  Col- 
lege of  Radiology  to  offer  diagnostic  services  to 
all  interested  physicians. 

The  centers,  established  at  the  recommendation 
of  the  ACR  Commission  on  Cancer,  and  the  ra- 
diologists in  charge  are:  (1)  Dr.  John  L.  Gwinn, 
Children’s  Hospital,  4650  Sunset  Boulevard,  Los 
Angeles,  Calif.  90054;  (2)  Dr.  Gwilym  S.  Lod- 
wick,  University  of  Missouri  School  of  Medicine, 
Department  of  Radiology,  Columbia,  Mo.  65201; 

(3)  Dr.  Jack  Edeiken,  Jefferson  Hospital,  De- 
partment of  Radiology,  11th  and  Walnut  Streets, 
Philadelphia,  Pa.  19107. 

Physicians  at  these  three  sites  report  receiving 
many  cases  since  the  centers  were  opened  two 
years  ago  but  are  eager  to  accept  new  and  more 
cases  and  serve  physicians  with  special  diagnostic 
problems.  Physicians  are  advised  to  send  their 
x-ray  films,  along  with  a history  of  the  patient, 
and,  whenever  possible,  histologic  slides.  All  in- 
formation should  be  sent  directly  to  the  physician 
in  charge  of  the  center. 

Dr.  Edeiken  noted  that  “since  the  inception  of 
this  program  1 have  been  sent  approximately 
three  cases  a week  from  various  hospitals  in  the 
northeastern  United  States.  In  the  past  six  months 
we  have  seen  80  cases.” 

He  added  that  the  cases  are  sent  for  review  and 
are  usually  current  problems.  He  said  “The  roent- 
genograms are  reviewed  and  the  physician  is 
called  immediately  as  to  the  advice  of  the  films 
alone.”  He  explained  that  all  information  is  re- 
viewed by  himself,  and  if  histologic  slides  are  in- 
cluded a bone  pathologist  is  called  in  for  consulta- 
tion. 

Dr.  Gwinn  noted  that  he  and  his  staff  quickly 
review  any  bone  tumor  cases  and  try  to  phone  the 
physician  within  24  hours  after  receiving  the  re- 
quest for  a diagnosis.  He,  like  the  physicians  at 
the  other  centers,  reviews  the  cases  with  a com- 
prehensive staff  that  includes  a pathologist. 

In  July,  1971,  Dr.  Lodwick  announced  the 
opening  of  the  Mid-American  Bone  Diagnostic 
Center  and  Registry  in  Columbia,  Mo.  Dr.  Lod- 
wick said  that  numerous  referrals  are  received. 

“We  receive  as  many  as  seven  or  eight  in  some 
weeks,”  Dr.  Lodwick  said.  “The  value  of  the  ser- 
vice is  reflected  in  the  fact  that  once  we  receive 
a referral,  we  are  likely  to  receive  numerous  re- 
ferrals from  the  same  radiologist’s  crew.  Our  feed- 


back has  been  almost  invariably  favorable.  We 
believe  that  our  advice  as  to  whether  or  not  to 
biopsy,  and  the  future  treatment,  is  probably  as 
valuable  as  our  opinion  about  the  x-ray  and  our 
rapid  telephone  response  on  referred  cases  is  very 
impressive  to  referring  physicians.” 

He  said  that  insofar  as  the  registry  is  con- 
cerned, “We  are  rapidly  increasing  the  size  of  our 
data  base,  which  is  most  helpful  in  improving  our 
diagnostic  confidence.  Stimulated  by  the  available 
new  material,  we  are  now  beginning  to  update  our 
computer  program  for  diagnosis,  expanding  them 
into  other  areas  such  as  medistatic  disease,  dys- 
plasias of  bone,  and  the  inflammatory  disease  of 
bone.  This  program  has  support  of  a grant  from 
the  National  Cancer  Institute.” 

While  all  three  centers  have  excellent  staffs  and 
facilities  for  rapid  handling  of  referral,  and  all 
three  are  eager  to  receive  more  cases,  only  Dr. 
Lodwick  has  set  up  the  registry. 

He  explained  that  the  staff’s  seven-step  diag- 
nostic approach  remains  the  same  as  it  was  when 
the  center  opened: 

( 1 ) Review  of  patient  history  and  radiographs 
by  Drs.  Lodwick  and  Corine  Farrell. 

(2)  Computer  analysis  of  radiographs. 

( 3 ) Review  of  histologic  sections. 

(4)  Consultation  by  Drs.  Lodwick,  Farrell 
and  Curtis  Bourgeois,  Jr.,  a consulting  patholo- 
gist. 

(5)  Relaying  diagnosis  to  physician  by  tele- 
phone, followed  by  letter.  Diagnostic  evaluation 
includes  an  estimation  of  rate  of  growth,  kind  of 
disease  or  process,  and  a differential  diagnosis. 
Where  possible,  proposed  method  of  treatment 
is  offered.  Reports  are  made  within  the  same  day 
films  are  received. 

(6)  Duplication  of  radiographs  for  accession 
to  the  registry  and  return  of  the  originals  to  the 
physician. 

(7)  Yearly  follow-up  maintained  on  each 
case. 

The  West  Coast  and  East  Coast  centers  follow 
a somewhat  similar  procedure  for  handling  the 
diagnosis  of  all  cases  referred. 

Dr.  Lodwick  noted  that  “The  teaching  impli- 
cations of  the  program  are  not  inconsiderable. 
New  material  is  presented  to  the  residents  and 
staff  of  the  department,  and  in  conference  with 
the  orthopedic  surgeons,  maximum  application 
is  made  of  materials  for  the  purpose  of  better  pa- 
tient care. 

“Dr.  Farrell,  curator  of  the  registry,  has  estab- 
lished an  annual  lectureship  held  in  May.  Two 
such  lectures  have  been  given.  In  addition,  the 
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Hair  Transplant 
Symposium  Slated 

The  American  Society  for  Dermatologic  Sur- 
gery and  The  American  Academy  of  Facial  Plas- 
tic and  Reconstructive  Surgery,  Inc.,  are  co-spon- 
soring a conference  which  is  designed  to  offer  an 
opportunity  for  the  exchange  of  ideas  among  vari- 
ous disciplines  and  to  present  the  latest  advances 
in  techniques  on  hair  transplantation. 

The  conference  will  be  held  Feb.  8 and  9, 
1974  at  the  Stough  Dermatology  and  Cutaneous 
Surgery  Clinic,  P.  A.,  Doctors  Park,  Hot  Springs, 
Ark.  71901.  Attendance  will  be  limited. 

Faculty  will  include  dermatologists,  otolaryn- 
gologists and  general  plastic  surgeons. 

For  further  information,  contact:  Dr.  D.  B. 
Stough,  III,  Program  Director. 


Medical  Schools  Set 
Record  Enrollments 

The  most  medical  schools  since  1925 — 114 — 
opened  their  doors  for  the  1973-74  school  year 
in  the  United  States,  says  a report  in  an  October 
issue  of  American  Medical  News,  a publication 
of  the  American  Medical  Association. 

The  first-year  entering  class  hit  an  estimated 
13,790 — also  a new  record — and  total  enrollment 
for  the  first  time  topped  the  50,000  mark,  with 
educators  setting  an  estimate  of  51,123,  states  the 
report,  based  on  statistics  compiled  by  the  AMA’s 
Medical  Education  Division. 

If  all  senior  students  get  a degree  on  schedule, 
there  will  be  1 1,862  new  physicians  at  the  end  of 
the  school  year,  the  first  time  this  figure  has  gone 
over  the  1 1 ,000  mark. 

First  year  enrollment  last  year  was  13,726, 
with  47,546  the  total  enrollment  for  all  classes. 
There  were  10,391  graduates,  the  first  time  the 
number  receiving  M.D.  degrees  had  topped  the 
10,000  mark  in  any  one  year. 

There  were  924  women  in  the  1973  graduat- 
ing class  and  6,099  women  enrolled  in  all  medical 
schools. 

A continuous  climb  in  the  production  of  new 
physicians  is  likely.  It  is  estimated  that  in  1974- 
75  first-year  enrollments  will  rise  to  14,336  and 
the  number  of  graduates  will  exceed  13,000.  The 


first-year  enrollment  figure  will  reach  15,000  for 
the  first  time  with  the  opening  of  the  1976  year. 

The  two  new  schools  which  opened  for  the 
1973-74  school  year  are  Southern  Illinois  Univer- 
sity School  of  Medicine  in  Springfield  and  the 
Eastern  Virginia  Medical  School  in  Norfolk. 


Invitation  to 
Scientific 
Exhibitors 


106TH  ANNUAL  SESSION 
MAY  6-9,  1974 
SHERATON-BILOXI 

Prospective  scientific  exhibitors  are 
invited  to  submit  applications  to 
MSMA,  Box  5207,  Jackson,  Miss. 
39216.  Exhibitors  are  asked  to  give 
title  of  exhibit  and  author (s).  Ex- 
hibits by  individuals  are  encouraged 
and  will  be  given  equal  consideration 
with  exhibits  by  groups  or  institutions. 

The  Aesculapius  Award  will  be  pre- 
sented to  the  association  member  or 
members  having  the  best  scientific  ex- 
hibit. 
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Diabetic  Retinopathy 

DONALD  L.  HALL,  M.D. 
Shreveport,  Louisiana 


Diabetes  mellitus  is  the  second  leading  cause 
of  new  adult  blindness;  84  per  cent  of  the  blind- 
ness in  diabetes  is  secondary  to  the  retinopathy.1 
Diabetes  is  the  most  common  cause  of  new  blind- 
ness in  ages  41-60  years  and  the  second  most  fre- 
quent cause  of  blindness  in  ages  21-40  years.2  Be- 
cause of  the  9 per  cent  annual  increase  in  the 
number  of  diabetics  in  the  general  population,  it 
is  predicted  that  there  will  be  573,000  blind  dia- 
betics in  the  U.  S.  in  the  year  2000.  In  1970, 
there  were  only  500,000  blind  individuals  in  the 
U.  S.  from  all  causes.3 

The  etiology  of  diabetic  retinopathy  is  un- 
known, but  it  is  known  that  hyperglycemia  with- 
out insulin  leads  to  saccharide  formation  which 
can  combine  with  mucoid  material  to  form  muco- 
polysaccharides which  are  deposited  in  the  base- 
ment membranes  throughout  the  organs  of  dia- 
betics. When  mucopolysaccharides  are  deposited 
in  the  retinal  capillaries,  there  is  loss  of  the  mural 
cells  (pericytes)  and  microaneurysms  develop  at 
these  sites.  The  microaneurysms  alter  the  perme- 
ability of  the  capillaries,  and  retinal  edema  and 
exudation  can  occur.  Shunt  vessels  develop.  Vaso- 
obstruction,  ischemia,  and  neovascularization  en- 
sue. This  process  is  aggravated  by  hypertension. 

The  treatment  of  diabetic  retinopathy  falls  into 
three  categories:  medical  control,  photocoagula- 
tion, and  hypophysectomy.  Some  feel  that  the 
retinopathy  in  juvenile  diabetes  can  be  prevented 
by  meticulous  medical  control  and  recommend 
crystalline  insulin  combined  with  smaller  amounts 
of  longer  acting  insulin  in  multiple  daily  injec- 
tions with  frequent  meals.  It  is  known  that  if  one 


Presented  before  the  Section  on  EENT,  Mississippi  State 
Medical  Association,  Biloxi.  May  3,  1973. 


is  less  than  20  years  of  age  at  onset  of  diabetes, 
the  average  length  of  time  to  onset  of  severe 
blindness  is  17.4  years;4  and  duration  appears  to 
be  the  most  significant  factor  related  to  the  retinal 
vascular  complications  of  diabetes. 


The  retinopathy  of  diabetes  mellitus  is  a 
significant  and  increasing  cause  of  blind- 
ness. The  etiology  of  the  retinopathy  is 
unknown,  but  duration  of  the  diabetic  state 
appears  to  be  the  most  significant  factor 
related  to  onset  of  the  retinal  changes.  Re- 
sults of  photocoagulation  in  a series  of  pa- 
tients with  maculopathy  and  in  a series  of 
patients  with  neovascularization  are  present- 
ed, and  the  traction  retinal  detachment  of 
diabetes  is  discussed.  Recommendations  to 
primary  care  physicians  are  made. 


Photocoagulation  in  diabetic  retinopathy  is  ac- 
complished with  two  instruments.  The  monocular 
xenon  arc  apparatus  emits  white  light  which  is 
absorbed  by  melanin  in  the  posterior  retinal  layer 
where  it  is  converted  to  heat  and  the  overlying 
vascular  defects  are  coagulated  by  this  thermal 
reaction.  The  binocular  argon  laser  emits  a blue- 
green  light  which  can  be  absorbed  by  both  mela- 
nin and  hemoglobin.  It  has  the  real  advantage  of 
stereopsis  for  the  surgeon  and  the  theoretical  ad- 
vantage of  closing  vascular  abnormalities  elevated 
from  the  plane  of  the  retina. 

Ocular  conditions  which  threaten  vision  and 
appear  to  call  for  treatment  are  macula  edema 
and  exudation,  neovascularization  (proliferative 
retinopathy),  and  traction  retinal  detachment. 
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The  first  ophthalmoscopic  sign  of  diabetes  is 
the  appearance  of  hemorrhages  and  microaneu- 
rysms temporal  to  the  macula.  The  microaneu- 
rysms can  leak  blood  products  into  the  surround- 
ing retina  which  can  lead  to  macular  edema  and 
exudates  which  cause  decreased  central  visual 
acuity.  Neovascularization  may  play  a part  in  the 
process  but  is  less  common  in  the  diabetes  of 
adult  onset.  Table  I shows  the  results  obtained  by 
photocoagulation  in  a series  of  27  eyes  in  18  pa- 
tients of  at  least  50  years  of  age  with  maturity  on- 
set diabetes.  All  patients  had  decreased  vision 
secondary  to  maculopathy  and  there  was  an  aver- 
age follow-up  of  19  months  (3  months-6  years, 

10  months).  Table  II  compares  the  final  visual 
acuity  to  pretreatment  levels.  Results  in  this  series 
of  patients  suggest  that  faster  clearing  of  macu- 
lopathy with  better  visual  results  is  obtained  when 
photocoagulation  is  done  before  vision  falls  to 
20/200  or  worse.  Presumably,  chronic  retinal 
changes  occur  which  lead  to  decreased  ability  of 
the  macula  to  clear  itself  of  edema  and  exudate. 

NEOVASCULARIZATION 

The  new  retinal  vessels  formed  in  diabetes  are 
abnormally  permeable  and  fragile.  They  leak 
blood  products  into  the  retina  and  vitreous  cavity 
and  bleed  readily.  The  most  common  sites  for 
neovascularization  are  the  temporal  vascular  ar- 
cades, optic  disc  and  the  retinal  equatorial  region. 
It  has  been  stated  that  50-60  per  cent  of  eyes  with 
early  proliferative  (neovascularization)  retinopa- 
thy are  blind  within  five  years.5  It  is  known  that 
one-third  of  the  eyes  which  have  experienced  an 
intraocular  hemorrhage  are  blind  in  one  year  and 
another  one-third  have  permanently  impaired  vi- 
sion.6 In  a series  of  335  eyes  in  210  patients  fol- 
lowed up  to  seven  years,  in  whom  the  author  par- 
ticipated in  the  photocoagulation  for  retinal  neo- 
vascularization, 54  per  cent  stabilized  visually.  In 

11  per  cent  the  progress  was  slowed  (vision  de- 
creased no  more  than  two  lines)  and  35  per  cent 
progressively  lost  vision  (see  Table  III).  In  a 
series  of  59  control  eyes  which  were  followed  by 
Taylor  and  Dobree  for  three  years,  62  per  cent 
worsened.6  Taylor  further  states  that  if  one  is 
treating  an  eye  after  the  fellow  eye  is  blind,  26  per 
cent  of  these  patients  are  bilaterally  blind  over  a 
follow-up  of  six  months  to  six  years.6  Patz  has 
shown  that  59  per  cent  of  second  eyes  are  blind 
in  12  months  if  untreated.7  From  this  data  it  can 
be  concluded  that  photocoagulation  is  helpful  in 
preserving  vision  in  proliferative  disease. 
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MACULOPATHY 

Progression 

Stabilized 

Slowed 

Progressed 

82% 

7% 

Neovascularization  from  the  optic  disc  poses 
a special  problem.  It  is  not  possible  to  treat  on  the 
optic  disc  with  the  xenon  arc  photocoagulator 
without  damage  resulting  in  the  optic  nerve  mani- 
fested by  visual  field  defects  and  loss  of  visual 
acuity.  It  is  possible  to  treat  neovascularization 
from  the  optic  disc  with  the  argon  laser.  Because 
50  per  cent  of  eyes  with  disc  neovascularization 
are  blind  in  three  years,8  it  is  hopeful  that  the 
argon  laser  will  prove  beneficial  in  this  problem. 
Due  to  the  special  problem  encountered  with  disc 
neovascularization,  there  has  been  a resurgence 
of  interest  in  the  Aiello  treatment  or  peripheral 
retinal  ablation.  It  is  known  that  the  retinopathy 
of  diabetes  is  less  manifest  in  patients  with  optic 
atrophy,  retinitis  pigmentosa,  high  myopia,  glau- 
coma, disseminated  chorioretinitis  and  carotid  ar- 
tery stenosis.  The  reason  for  the  decreased  neo- 
vascularization in  these  conditions  is  probably  the 
reduced  nutritional  requirements  of  the  retina  in 
these  entities.  Aiello  has  shown  that  ablation  of 
the  retinal  periphery  by  photocoagulation  can 
cause  a reduction  in  proliferative  retinopathy.9 
This  treatment  approach  is  now  being  employed 
by  many  for  the  unique  problem  of  neovasculari- 
zation arising  from  the  optic  disc. 


TABLE  II 


MACULOPATHY 
27  Eyes  in  18  Patients 


FINAL  OBSERVATION 

Good  Vision 

Impoired  Vision 

Bli  ndness 

Initial  Good  Vision 

(20/20-20/50) 

66% 

17% 

17% 

Initial  Impaired  Vision 
(20/60-20/100) 

57% 

29% 

14% 

Initial  Blindness 

(20/200  or  less) 

0% 

21% 

79% 

Poulsen  in  1953  observed  a patient  with  back- 
ground diabetic  retinopathy  who  had  a postpartal 
pituitary  hemorrhage  with  Simmonds’  disease  re- 
sulting and  in  whom  the  retinopathy  improved.10 
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This  event  stimulated  pituitary  ablation  for  treat- 
ment of  diabetic  retinopathy.  It  has  been  postulat- 
ed that  pituitary  ablation  has  a beneficial  effect 
on  diabetic  retinopathy  through  decreased  growth 
hormone  production.  At  present,  pituitary  abla- 
tion is  recommended  for  those  patients  who  have 
very  extensive  proliferative  disease  (rubeosis  ret- 
inae) where  photocoagulation  to  all  the  disease 
present  would  destroy  most  retinal  function. 

TABLE  III 

PROLIFERATIVE  DISEASE 
Progression 

Stabilized  Slowed  Progressed 

54%  11%  35% 


Diabetic  retinal  detachments  are  usually  of  the 
traction  type  secondary  to  preretinal  fibrosis, 
which  occurs  in  response  to  the  neovasculariza- 
tion, and  to  vitreous  traction.  These  detachments 
are  often  central  and  remain  stationary  for  long 
periods  and  surgery  is  recommended  only  if  the 
macula  is  detached  or  threatened.  Reattachment 
is  accomplished  by  an  operation  which  includes 
an  encircling  element  about  the  eye  to  support  the 
areas  of  traction.  The  anatomical  reattachment 
rate  is  much  less  in  this  type  of  retinal  detach- 
ment than  in  rhegmatogenous  retinal  detach- 
ments. Reattachment  and  maintenance  of  useful 
visual  acuity  were  accomplished  in  60  per  cent 
of  a series  of  50  eyes  in  41  patients  in  which  the 
author  participated  in  the  surgery.  This  compares 
favorably  to  the  results  obtained  by  Okun.11 

SUMMARY 

Although  the  final  solution  to  diabetic  retinopa- 
thy has  not  been  found,  photocoagulation  is  bene- 
ficial in  the  preservation  of  vision  in  this  condi- 
tion. It  is  recommended  that  the  primary  care 
physicians  (family  practitioners,  pediatricians, 
and  internists)  obtain  an  ophthalmologic  evalua- 
tion on  all  juvenile  diabetics  within  five  years  of 


the  diagnosis  and  on  all  adult  diabetics  with  any 
visible  retinopathy.  These  patients  should  be  fol- 
lowed indefinitely  so  that  early  treatment  may  be 
instituted  at  the  first  signs  of  neovascularization 
or  macular  decompensation. 

2751  Virginia  Avenue  (71103) 
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Phenylketonuria  (PKU)  is  only  one  of  several 
forms  of  mental  retardation;  however,  mental  re- 
tardation is  one  of  the  major  health  problems  in 
the  United  States  today.  The  number  of  mentally 
retarded  patients  of  any  given  population  ranges 
from  one  per  cent  to  three  per  cent.1  The  causes 
of  mental  retardation  are  varied.  They  include  not 
only  organic  brain  damage  but  also  metabolic  dis- 
orders. PKU  is  one  example  of  a metabolic  dis- 
order. It  results  from  a rare,  but  well-described 
inborn  error  of  metabolism  usually  associated 
with  mental  retardation.  This  hereditary  disease 
is  somewhat  unique  in  the  area  of  mental  defi- 
ciency. It  is  readily  detected,  and  when  diagnosed 
early  in  life,  the  deficiency  can  be  modified  or 
prevented  with  dietary  treatment,2-6  although 
some  authorities  have  questioned  this  treat- 
ment.6-9 

A Norwegian  physician  and  biochemist,  Dr. 
Ashborn  Foiling,  was  the  first  to  describe  this 
metabolic  disorder  in  1934. 10  As  early  as  the 
1950s,  the  incidence  rate  was  estimated  as  1 in 
40,000,n  but  recent  studies  and  new  detection 
methods  have  shown  a higher  incidence  rate  of 
1 in  10,00012  to  1 in  15,000.13 

As  of  April  1968,  43  states  had  laws  pertain- 
ing to  PKU.14  The  person  responsible  for  admin- 
istering the  screening  test  and  initiating  the  diet 
in  PKU  programs  is  the  physician.14  The  legisla- 
tion making  these  programs  mandatory  has  been 
widely  criticized.15  In  fact,  several  physicians 
have  been  defendants  in  malpractice  suits,  where 
there  was  a mandatory  program,  for  failing  to  di- 
agnose PKU  and  initiate  treatment.16 


From  the  Department  of  Health  Care  Administration, 
University  of  Mississippi  School  of  Pharmacy,  and 
the  University  of  Kentucky  College  of  Pharmacy. 


It  was  decided  that  a survey  of  the  attitudes  of 
selected  Mississippi  physicians  to  PKU  screening 
programs  would  be  valuable,  since  many  physi- 


Phenylketonuria  is  a metabolic  disorder 
causing  mental  retardation  but  which  can  be 
modified  by  dietary  treatment  if  detected 
early  in  life.  Forty-three  states  now  have 
mandatory  PKU  screening  and  treatment 
programs.  This  paper  is  the  report  of  a sur- 
vey of  selected  state  physicians  to  learn  their 
attitudes  toward  PKU  screening  programs. 


cians  would  be  directly  involved  if  a state  screen- 
ing program  were  initiated.  After  some  assess- 
ment of  the  number  of  physicians  in  the  state  and 
communication  with  the  Executive  Secretary  of 
the  Mississippi  State  Medical  Association,  it  was 
agreed  that  only  the  pediatricians,  obstetricians 
and  gynecologists  would  be  surveyed  because 
these  physicians  would  be  most  knowledgeable 
concerning  PKU.  A brief  questionnaire  was  de- 
veloped to  gather  the  opinions  from  these  physi- 
cians on  certain  aspects  of  PKU  along  with  a cov- 
er letter  which  explained  the  purpose  of  the  study 
and  requested  their  cooperation. 

Questionnaires  were  sent  to  86  pediatricians 
and  100  obstetricians  and  gynecologists  in  Mis- 
sissippi. Of  the  186  questionnaires  that  were 
mailed,  95  (51.1  per  cent)  were  returned.  This 
includes  56  (65.1  per  cent)  from  pediatricians 
and  39  (39  per  cent)  from  obstetricians  and 
gynecologists.  The  questions  dealt  with  opinions 
and  activities  relative  to  PKU  detection.  The  phy- 
sicians were  asked  how  frequently  they  tested 


530 


JOURNAL  MSMA 


newborn  infants  for  PKU.  Their  responses  are 
summarized  in  Table  I. 

TABLE  I 

PHYSICIAN  ACTIVITY  IN  SCREENING  OF 
NEWBORNS  FOR  PKU 

Pediatrics  Obstetrics-Gynecology 
NO.  PER  CENT  NO.  PER  CENT 


Every  newborn 
Every  newborn  in 

35 

53.0 

19 

44.2 

the  hospital 
Most  newborns  in 

9 

13.6 

7 

16.3 

the  hospital 
Some  newborns  in 

8 

12.1 

1 

2.3 

the  hospital 

7 

10.6 

2 

4.7 

Never 

Did  not  answer 

4 

6.1 

5 

11.6 

question 

3 

4.6 

9 

20.9 

Total 

66* 

100.0 

43* 

100.0 

* These  totals  should  add  to  56  and  39,  respectively.  Dif- 
ferences are  due  to  some  physicians’  indicating  more 
than  one  choice  in  answering  the  question. 

It  was  apparent  that  pediatricians  seemed  to 
be  more  aware  of  the  prevalence  and  danger  of 
PKU;  however,  over  60  per  cent  of  both  groups 
either  tested  every  newborn  infant  or  all  the  new- 
borns delivered  in  the  hospital. 

The  physicians  were  asked  their  opinions  con- 
cerning the  effectiveness  of  PKU  screening  pro- 
grams and  the  low  phenylalanine  diet  programs. 
The  results  are  reported  in  Tables  II  and  III. 

The  physicians  who  answered  the  question- 
naire, especially  the  pediatricians,  showed  a gen- 
eral positive  attitude  toward  a phenylketonuria 
detection  program.  This  is  shown  by  the  41  (73 
per  cent)  responding  pediatricians  who  consid- 
ered a detection  program  to  be  effective.  Also,  33 
(58.9  per  cent)  of  the  responding  pediatricians 
considered  the  low  phenylalanine  diet  to  be  effec- 
tive to  some  degree.  Again,  it  was  obvious  that 
pediatricians  were  more  concerned  about  PKU 
since  only  16  per  cent  failed  to  answer  the  ques- 
tion on  the  effectiveness  of  PKU  screening  pro- 
grams and  39  per  cent  failed  to  answer  the  ques- 
tion of  the  effectiveness  of  the  special  diet.  These 
findings  no  doubt  reflect  the  more  frequent  con- 
tact pediatricians  have  with  mentally  retarded 
children,  PKU  victims  included. 

The  obstetricians  and  gynecologists  did  not  re- 
spond to  the  questionnaire  as  anticipated.  Thirty- 
nine  questionnaires  were  returned  out  of  the  100 
sent.  The  reasons  for  not  answering  the  questions 
were  deduced  from  the  comments  of  the  respon- 
dents regarding  certain  questions.  Their  primary 


reasons  were  they  did  obstetric  work  only  or  they 
had  no  opinion  on  the  subject.  As  with  the  pedi- 
atricians, the  obstetricians  and  gynecologists 


TABLE  II 

PHYSICIANS’  OPINIONS  OF  A PKU 
DETECTION  PROGRAM 


Pediatrics 
NO.  PER  CENT 

Obstetrics-Gynecology 
NO.  PER  CENT 

Very  effective 

21 

37.5 

9 

23.1 

Fairly  effective 

20 

35.7 

8 

20.5 

Ineffective  

6 

10.7 

1 

2.6 

Did  not  answer 
question 

. 9 

16.1 

21 

53.8 

Total 

56 

100.0 

39 

100.0 

TABLE  III 

PHYSICIANS’  OPINIONS  OF  A 

LOW 

PHENYLALANINE  DIET 

Pediatrics 

Obstetrics-Gynecology 

NO. 

PER  CENT 

NO. 

PER  CENT 

25  per  cent 
effective 

4 

7.1 

0 

0.0 

25-50  per  cent 
effective  . 

8 

14.3 

1 

2.6 

50-75  per  cent 
effective  

. 11 

19.6 

4 

10.2 

75-100  per  cent 
effective  

10 

17.9 

1 

2.6 

Ineffective  

1 

1.8 

0 

0.0 

Did  not  answer 
question 

22 

39.3 

33 

84.6 

Total 

56 

100.0 

39 

100.0 

stated  a lack  of  experience  or  they  had  not  seen 
a PKU  patient  as  other  reasons.  Eight  (21  per 
cent)  of  these  physicians  stated  they  referred 
their  newborns  to  pediatricians  as  a reason  for  not 
answering  the  questions. 

The  obstetricians  and  gynecologists  were  not 
as  favorable  as  the  pediatricians  with  regard  to 
a PKU  detection  program.  Seventeen  (43.6  per 
cent)  considered  a program  to  be  effective.  How- 
ever, 21  (53.8  per  cent)  of  these  responding  phy- 
sicians declined  to  express  an  opinion  on  this 
matter. 

SUMMARY 

The  physicians’  answers  to  the  questionnaire 
showed  a generally  positive  attitude  toward  a 
PKU  detection  program,  especially  by  the  pedia- 
tricians. They  expressed  some  reasons  for  having 
a program  and  offered  suggestions  to  improve  a 
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program.  Their  merits  of  a PKU  program  were 
that  the  program  would  standardize  the  method 
of  detection,  when  the  tests  were  to  be  performed 
and  place  the  responsibility  for  testing  on  all  phy- 
sicians, not  just  a certain  group.  They  also  stated 
that  a PKU  detection  program  would  pinpoint  at 
least  one  cause  of  mental  retardation  and  if  the 
program  detected  the  very  few  cases  that  do  oc- 
cur, some  considered  their  efforts  were  justified. 
Their  suggestions  for  improving  a program  in- 
cluded testing  initially,  at  least  48  hours  after  the 
infant  was  on  milk,  and  each  physician  visit  up 
to  4 or  5 months  of  age.  Also,  a detection  pro- 
gram for  mass  screening  of  several  amino  acid 
abnormalities,  PKU  included,  was  suggested. 

Some  also  stated  reasons  for  not  having  a pro- 
gram. The  objections  to  a PKU  detection  program 
were  that  the  time,  money  and  effort  invested  in 
a program  showed  little  returns  because  of  the 
low  incidence  rate  and  the  few  cases  detected 
each  year.  Objection  against  legislation  making 
a program  mandatory  was  also  expressed. 

One  significant  finding  was  that  56.4  per  cent 
of  the  obstetricians  and  gynecologists  and  67.9 
per  cent  of  the  pediatricians  surveyed  screened 
every  newborn  for  phenylketonuria.  They  appar- 
ently felt  the  need  to  screen  for  this  disease,  even 
though  some  objected  to  a mandatory  program. 

Their  opinions  of  the  dietary  treatment  for 
phenylketonuria  were  generally  favorable.  How- 
ever, over  half  of  the  physicians  who  returned  the 
questionnaires  failed  to  express  an  opinion  on  this 
aspect.  They  felt  that  dietary  treatment  as  report- 
ed in  medical  literature  had  not  been  proved  com- 
pletely successful,  and  they  had  not  enough  expe- 
rience in  their  own  practice  to  justifiably  express 
an  opinion. 
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CHANGING  TIMES 

Mother  of  a modern  teen-ager  to  friend:  “Yes,  1 always  wanted 
to  be  the  mother  of  a child  with  lovely  soft  long  blonde  curls — but 
I assumed  it  would  be  a girl.” 
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February,  April,  June,  October,  and  December. 
Reginald  P.  White,  East  Mississippi  State  Hos- 
pital, Meridian  39301,  Secretary. 

Adams  County  Medical  Society,  First  Tuesday, 
February,  April,  June,  August,  October,  and 
December,  Eola  Hotel  Roof,  Natchez.  Walter 
T.  Colbert,  Jefferson  Davis  Memorial  Hospital, 
Natchez  39120,  Secretary. 

North  Central  District  Medical  Society,  Third 
Wednesday,  March,  June,  September,  and  De- 
cember. Robert  B.  Townes,  1196  Mound  St., 
Grenada  38901,  Secretary. 

Northeast  Mississippi  Medical  Society,  First 
Thursday,  March,  June,  September,  and  De- 
cember. Jack  A.  Stokes,  207  Holmes  Rd., 
Pontotoc  38863,  Secretary. 

North  Mississippi  Medical  Society,  First  Thurs- 
day, April  and  October.  Chcrie  Friedman, 
1004  Jackson  Ave.,  Oxford  38655,  Secretary. 

Pearl  River  County  Medical  Society,  Second 
Monday,  March,  June,  September,  and  Decem- 
ber. J.  C.  Grilling,  Crosby  Memorial  Hospital, 
Picayune  39466,  Secretary. 

Prairie  Medical  Society,  Second  Tuesday,  March, 
June,  September,  and  December.  W.  C.  Welch, 
P.O.  Box  5448,  Mississippi  State  39762,  Sec- 
retary. 

Singing  River  Medical  Society,  Third  Monday, 
January,  March,  May,  July,  September,  and 
November.  Jeff  Hodges,  1365  Market  St.,  Pas- 
cagoula 39567,  Secretary. 

South  Central  Mississippi  Medical  Society,  Sec- 
ond Tuesday,  March,  June,  September,  and 
December.  Julian  T.  Janes,  Jr.,  304  Clark,  Mc- 
Comb  39648,  Secretary. 

South  Mississippi  Medical  Society,  Second  Thurs- 
day, March,  June,  September,  and  December. 
Larry  J.  Hammett,  2601  Mamie  St.,  Hat- 
tiesburg 39401,  Secretary. 

West  Mississippi  Medical  Society,  Second  Tues- 
day, January,  April,  July,  and  October,  6:30 
p.m.,  Magnolia  Motor  Motel,  Vicksburg.  Mar- 
tin E.  Hinman,  The  Street  Clinic,  Vicksburg 
39180,  Secretary. 


Mississippi  Academy  of  Family  Physicians,  An- 
nual Meeting,  July  11-13,  1974,  Biloxi.  Mrs. 
Alyce  Palmore,  Executive  Secretary,  P.O.  Box 
12330,  Jackson  39211. 

Mississippi  State  Medical  Association,  106th  An- 
nual Session,  May  6-9,  1974,  Biloxi.  Charles 
L.  Mathews,  Executive  Secretary,  735  River- 
side Drive,  Jackson  39216. 

Amitc-Wilkinson  Counties  Medical  Society,  Third 
Monday,  March,  June,  September,  December. 
James  S.  Poole,  The  Field  Clinic,  Centreville 
39631,  Secretary. 

Central  Medical  Society,  First  Tuesday,  January, 
March,  May,  September,  November,  6:30 
p.m.,  Primos  Northgate  Restaurant,  Jackson. 
Max  Pharr,  B6  Medical  Arts  Building,  1151 
N.  State  St.,  Jackson  39201,  Secretary. 

Claiborne  County  Medical  Society,  1st  Tuesday 
each  month,  6:00  p.m.,  Claiborne  County  Hos- 
pital, Port  Gibson.  D.  M.  Segrest,  P.O.  Box 
147,  Port  Gibson  39150,  Secretary. 

Clarksdale  and  Six  Counties  Medical  Society, 
Third  Wednesday,  April,  and  First  Wednesday, 
November,  2:00  p.m.,  Clarksdale.  Gerald  A. 
Smith,  P.O.  Box  128,  Summer  38957,  Secre- 
tary. 

Coast  Counties  Medical  Society,  First  Wednes- 
day, January,  March,  May,  September  and  No- 
vember. J.  H.  Gaddy,  4502  15th  St.,  Gulfport 
39501,  Secretary. 

Delta  Medical  Society,  Second  Wednesday,  April 
and  October.  Walter  H.  Rose,  122  E.  Baker 
St.,  Indianola  38751,  Secretary. 

DeSoto  County  Medical  Society,  Third  Thursday, 
February  and  August,  1 :00  p.m.,  Kenny’s  Res- 
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Radiologic  Seminar  CXXXIV: 
Ulcer  Disease  With  Retroperitoneal 

Rupture 


Perforation  is  the  most  serious  complication 
of  ulcer  disease.  It  occurs  most  frequently  in  the 
pylorus  or  duodenum  and  less  commonly  in  the 
stomach. 

Posterior  ulcers  tend  to  penetrate  the  pancreas 
or  lesser  sac  or  dissect  into  the  retroperitoneal 
space.  The  most  common,  however,  is  an  anterior 
penetrating  ulcer  which  ruptures  into  the  peri- 
toneal cavity. 

Rupture  into  the  peritoneal  space  generally 
produces  a pneumoperitoneum  which  may  be 
identified  within  an  hour  and  as  little  as  2 cc  of 
air  can  often  be  demonstrated  beneath  the  dia- 
phragm on  an  upright  chest  film. 

The  patient  should  be  standing  or  sitting  for 
five  minutes  prior  to  obtaining  an  upright  roent- 
genogram. If  the  patient  is  unable  to  stand,  a 
lateral  decubitus  is  obtained  with  the  patient  lying 
on  his  left  side.  Air  can  then  be  identified  between 
the  liver  and  the  abdominal  wall. 

In  the  event  that  no  free  air  is  demonstrated, 
air  can  be  instilled  into  the  stomach  through  a 
tube  in  those  cases  where  symptoms  strongly 
point  to  a perforated  viscus. 

Other  causes  of  roentgen  demonstration  of  free 
gas  within  the  peritoneal  cavity  are  a ruptured  in- 
testine or  peritonitis  with  infection  by  gas-forming 
bacteria. 

Pneumatosis  cystoides  intestinalis  with  rupture 
of  the  gas  cysts  is  an  uncommon  cause  as  is  that 
following  vaginal  lavage  and  idiopathic  spontane- 
ous pneumoperitoneum. 

CASE  REPORT 

A 45-year-old  white  female  was  admitted  with 
a history  of  sudden  onset  of  severe  epigastric  pain 
which  had  occurred  approximately  12  hours  prior 
to  admission. 

She  gave  no  history  of  prior  abdominal  pain 
or  ulcer  disease. 

The  physical  examination  revealed  a silent, 

Sponsored  by  the  Mississippi  Radiological  Society. 

From  the  Department  of  Radiology,  Rankin  General 

Hospital,  Brandon,  Miss. 
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Brandon,  Mississippi 

boardlike  abdomen  with  generalized  tenderness. 
No  other  pertinent  physical  findings  were  noted. 

A recumbent  film  of  the  abdomen  on  admis- 
sion revealed  gas  to  clearly  outline  the  psoas 
shadows  and  renal  outlines. 

The  patient  was  given  Gastrografin  orally  and 
films  were  obtained  at  one,  two,  and  three  hours 
(see  Figures  1,  2 and  3).  These  revealed  contrast 
media  in  dilated  loops  of  the  small  bowel  with 
multiple  air  fluid  levels.  The  bowel  pattern  was 
compatible  with  an  ileus.  In  addition,  there  was 
bilateral  excretion  of  contrast  media  by  the  kid- 
neys which  suggested  leakage  through  a perfora- 
tion into  the  soft  tissues  or  peritoneal  cavity. 

An  upright  chest  film  obtained  at  this  time 
failed  to  reveal  any  free  air  beneath  the  dia- 
phragm (see  Figure  4). 

At  surgery  the  patient  was  found  to  have  peri- 
tonitis involving  the  retroperitoneal  space.  A va- 
gotomy and  pyloroplasty  were  performed  and  the 
postoperative  period  was  uneventful. 

Free  gas  is  normally  present  in  the  peritoneum 
following  surgery,  but  large  quantities  or  an  in- 
creasing quantity  could  and  probably  does  indi- 
cate a breakdown  of  an  anastomosis  following 
surgery. 

This  report  describes  a case  of  posterior  pene- 
trating ulcer  which  was  diagnosed  roentgeno- 
graphically  by  demonstrating  renal  excretion  of 
contrast  media  which  was  absorbed  by  the  peri- 
toneum and  soft  tissues  after  oral  ingestion  and 
leakage  into  the  retroperitoneal  space. 

CONCLUSION 

A case  report  of  a posterior  penetrating  ulcer 
is  given  showing  the  value  of  oral  administration 
of  absorbable  contrast  media  to  indirectly  dem- 
onstrate leakage  into  the  peritoneal  cavity. 

Rankin  General  Hospital  (39042) 
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Figure  2.  Thirty  minutes  following  Gastrografin  meal. 


Figure  4.  Upright  chest,  with  no  free  air  visualized. 


Dr.  David  Lewis  Phares:  Member 
First  Mississippi  State  Board  Of  Health 

BEULAH  M.  D’OLIVE  PRICE 
Corinth,  Mississippi 


This  is  the  third  in  a series  of  biographical 
sketches  of  members  of  the  first  Mississippi  State 
Board  of  Health.  The  purpose  of  the  series  is  to 
assemble  data  on  these  members  by,  or  before, 
1977  which  will  be  the  centennial  of  the  estab- 
lishment of  the  board. 

David  Lewis  Phares  was  born  in  West  Felici- 
ana Parish,  Louisiana,  Jan.  14,  1817.  He  was  the 
youngest  son  of  William  Phares  of  Virginia  and 
Elizabeth  Starnes  Phares  of  North  Carolina.  He 
was  graduated  from  Louisiana  State  College  in 
1837  and  from  the  Medical  Department  of  that 
college  in  1839.1 

Although  Dr.  Phares  was  elected  to  the  faculty 
of  his  alma  mater  on  the  day  of  his  graduation, 
he  declined.  Shortly  thereafter  he  moved  from 
West  Feliciana  Parish  to  Wilkinson  County,  Mis- 
sissippi, where  he  practiced  until  1880. 2 In  that 
year  he  accepted  the  chair  of  biology  in  the 
A & M College  at  Starkville,  which  position  he 
held  until  1889.  He  had  been  active  in  the  move- 
ment to  establish  the  college.3 

While  living  in  Wilkinson  County,  Dr.  Phares 
became  in  1852  the  first  president  of  Newton  Col- 
lege for  young  men.  He  served  in  this  position 
until  1859.  The  coming  of  the  Civil  War  forced 
the  school  to  close  in  1861  but  it  is  said  that 
some  of  its  graduates  became  distinguished  in  the 
learned  professions.4 

While  serving  as  a member  of  the  first  Missis- 
sippi State  Board  of  Health,  Dr.  Phares  wrote  an 
article  titled  “Synopsis  of  the  Medical  Flora  of  the 
State  of  Mississippi.”  This  was  published  in  the 
“First  Annual  Report  of  the  Mississippi  State 
Board  of  Health”  in  December  1877. 


Dr.  Phares  was  vice  president  of  the  Mississippi 
State  Medical  Association  in  1880-81  and  presi- 
dent of  the  association  during  1884-85. 5 


The  author , respected  Mississippi  histori- 
an, gives  a brief  biography  and  professional 
sketch  of  Dr.  David  Lewis  Phares  of  Stark- 
ville. Among  his  most  distinguished  accom- 
plishments were  membership  on  the  first 
Mississippi  State  Board  of  Health  and  serv- 
ing as  chairman  of  the  department  of  biology 
at  A & M College  at  Starkville. 


Dr.  Phares  was  twice  married:  first  to  Miss 
Mary  Nesmith  of  Amite  County  in  1836.  They 
had  three  sons  and  five  daughters.  Mrs.  Phares 
died  in  1876.  Dr.  Phares  was  married  to  Miss 
Laura  Dequercron  of  Starkville  in  1881.  They 
had  two  sons,  both  of  whom  died  in  infancy.  Af- 
ter resigning  his  professorship  at  A & M College 
in  1889,  Dr.  Phares  moved  to  Madison,  Missis- 
sippi, where  he  died  on  Sept.  19,  1892. 

The  Mitchell  Memorial  Library  of  Mississippi 
State  University  has  two  books  by  Dr.  Phares: 
Japan  Clover,  published  in  1891,  and  Farmer’s 
Book  of  Grasses  and  Other  Forage  Plants  for  the 
Southern  United  States,  also  published  in  1891. 

In  the  same  library  are  articles  by  Dr.  Phares 
which  appeared  in  bulletins  of  the  Mississippi  Ag- 
ricultural Experiment  Station.  “Diseases  of  Sheep 
and  Calves”  is  in  Bulletin  No.  9.  (Aug.  30, 
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1889.)  “Dishorning”  is  in  Bulletin  No.  10.  (Oct. 
19,  1889.) 

In  the  archives  of  Mississippi  State  University 
are  12  microfilmed  items  which  comprise  the  Da- 
vid Lewis  Phares  Collection.  Among  these  are 
Dr.  Phares’  diplomas;  a photograph  of  him;  and 
some  biographical  notes  and  drawings  of  the 
home  and  college  at  Newtonia.  Two  notebooks 
in  the  collection  are  of  special  interest.  One  con- 
tains “A  Catalogue  of  Pupils  Who  Have  Attended 
Newton  Female  Institute,”  1842-1851.  The  sec- 
ond is  a medical  notebook  which  was  kept  while 
he  was  at  medical  school  in  New  Orleans  in  1838. 
The  original  Phares  papers  are  in  the  hands  of 
Mrs.  Pat  Leake  of  Woodville.  The  microfilmed 
copies  in  the  Special  Collections  Department  at 


Mitchell  Memorial  Library  were  made  with  her 
permission.7  *** 

P.O.  Box  7 (38834) 

Note:  Previous  sketches  of  members  of  the  first  Mis- 
sissippi State  Board  of  Health  by  this  writer  were  pub- 
lished in  this  journal  in  September  1969  and  October 
1971.  They  were  articles  on  Dr.  James  Marcus  Taylor 
and  Dr.  Anson  Gordon  Smythe. 
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Rev.  Jones  was  asked  to  give  a talk  at  a local  club  luncheon. 
Tired  of  religious  topics,  he  gave  an  inspired  talk  on  the  “Minis- 
ter’s View  on  Sex”  and  received  a standing  ovation  after.  When 
he  got  home,  his  wife  was  curious  about  what  he  had  talked  on. 
Knowing  what  a prude  she  was,  the  Reverend  mumbled  something 
about  sailing  and  quickly  changed  the  subject.  . . . Next  day,  while 
shopping  downtown,  Mrs.  Jones  met  Mrs.  Smith  who  raved  about 
the  Reverend’s  talk.  . . . Mrs.  Jones  remarked,  “I  really  don’t 
know  why  he  chose  the  subject  because  he  has  only  tried  it  twice. 
The  first  time,  he  tried  it  he  kept  vomiting  and  the  second  time,  his 
hat  fell  off ” 

— Hawaii  Medical  Journal 
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Report  of  the  Council  on  Medical  Service: 
“Medicare /Medicaid  Amendments” 


Since  their  inception,  with  the  Social  Security 
Amendments  of  1965,  Public  Law  89-97,  the 
federal  Medicare  and  the  federal-state  Medicaid 
programs  have  been  matters  of  continuing  con- 
cern to  the  medical  profession. 

Congressional  amendments  of  varying  degree 
have  been  effected  from  time  to  time  since  origi- 
nal enactment  of  both  laws.  Significant  changes 
in  the  Medicare  program,  and  less  drastic,  but  still 
important  changes  in  Medicaid,  were  enacted  in 
Public  Law  92-603,  the  Social  Security  Amend- 
ments of  1972,  and  signed  into  law  Oct.  30, 
1972.  This  culminated  four  years  of  legislative 
hearings. 

The  section  of  PL  92-603  which  has,  thus  far, 
received  the  greatest  attention  is,  of  course.  Sec- 
tion 249F  which  authorized  Professional  Stan- 
dards Review  Organizations  (PSROs),  the  sub- 
ject of  the  Board  of  Trustees  Supplemental  Re- 
port B to  the  1973  meeting  of  the  MSMA  House 
of  Delegates.  However,  a number  of  other  sec- 
tions of  PL  92-603  will  result  in  substantial  chan- 
ges in  Medicare  and  Medicaid,  and  some  directly 
affect  past  concerns  voiced  by  the  MSMA  House 
of  Delegates. 

The  Council  on  Medical  Service  therefore  feels 
it  appropriate  at  this  time  to  present  a general  re- 
port on  Medicare  and  Medicaid  to  indicate  to  the 
profession  some  of  the  future  directions  these  pro- 
grams may  take  and  as  a “progress  report”  on 
some  of  the  continuing  concerns  expressed  by 
members  of  the  association. 

This  is  by  no  means  intended  as  a comprehen- 
sive "Guide  to  Medicare  or  Medicaid,”  but  is 
rather  a review  of  certain  selected  facets  of  the 
program,  the  choice  being  based  on  three  criteria: 
those  matters  which  have  been  the  subject  of  re- 
ports or  resolutions  to  the  MSMA  House  of  Dele- 
gates in  recent  years;  those  which  have  been 
brought  to  the  council’s  attention  through  corre- 
spondence from  individual  physicians;  and  those 
which  the  council,  in  its  review  of  PL  92-603,  be- 
lieves to  be  of  potential  major  concern  to  the 
medical  profession. 


Finally,  the  council  wishes  to  emphasize  that 
the  regulations  which  will  put  the  flesh  on  the 
statutory  skeleton  of  PL  92-603  are,  in  many 
respects,  not  yet  complete. 

MEDICARE 

Eligibility.  The  number  of  individuals  eligible 
for  care  under  Medicare  was  increased  sub- 
stantially by  the  addition  in  July  1973  of  some 
25,000  Social  Security  disability  beneficiaries  in 
Mississippi  who  became  eligible  for  Medicare 
after  24  months  on  the  disability  rolls.  This  group 
will  comprise  about  10  per  cent  of  the  total  Medi- 
care enrollment  in  Mississippi  and  will  undoubt- 
edly result  in  some  significant  changes  in  the  type 
of  care  provided — and  even  of  the  specialties  pro- 
viding care — since  not  only  are  these  disabled 
persons  expected  to  require  significantly  more 
care  than  the  present  aged  recipients  of  Medicare, 
but  also  they  will  include  all  age  groups,  includ- 
ing children  disabled  before  reaching  the  age  of 
22. 

The  medical  profession  should  be  aware,  how- 
ever, that  not  all  the  disabled  will  be  eligible  for 
Medicare,  but  only  those  eligible  for  cash  disabili- 
ty benefits  under  Social  Security,  and  only  after 
at  least  24  months  on  those  disability  rolls. 

Patients  suffering  from  chronic  renal  disease 
requiring  dialysis  or  transplants  will  also  be  classi- 
fied as  "disabled”  and  will  become  eligible  for  all 
Medicare  benefits  after  three  months  on  dialysis. 
In  numbers,  this  group  is  comparatively  small  but 
because  of  the  high  continuing  cost  of  dialysis,  the 
program  is  expected  to  attract  special  interest. 

Physician  Reimbursement.  As  the  profession  is 
aware,  the  concept  of  payment  of  a "reasonable 
charge”  for  physicians’  services  embodied  in  the 
law  has  been  progressively  modified  by  Bureau 
of  Health  Insurance  (BHI)  directives  and,  cur- 
rently, by  Price  Commission  controls.  At  present, 
federal  regulations  and  directives  define  a physi- 
cian's “customary  charge,”  for  Medicare  pur- 
poses, as  his  median  charge  for  a given  service 
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during  the  calendar  year  preceding  the  current 
federal  fiscal  year — i.e.,  a dollar  amount  which 
would  cover  his  fee  in  at  least  half  the  instances 
the  service  was  performed  during  1972  for  the  fis- 
cal year  beginning  July  1,  1973. 

The  “prevailing  charge”  for  the  community, 
which  sets  the  ceiling  on  reimbursement  for  all 
physicians  in  the  community,  is  now  defined  as 
the  75th  percentile  of  customary  charges,  weight- 
ed by  the  frequency  with  which  each  physician 
performs  the  service — i.e.,  a dollar  amount  which 
would  cover  the  charge  for  the  given  service  75 
per  cent  of  the  times  it  was  performed  during  the 
calendar  year  if  each  physician  actually  charged, 
in  each  instance,  his  Medicare  calculated  “cus- 
tomary charge.” 

Medicare  “reasonable  charges,”  using  this  cal- 
culation, establish  a level  of  payment  which,  in 
many  cases,  is  significantly  below  what  the  phy- 
sician is  actually  charging  non-Medicare  patients 
currently.  However,  Price  Commission  rulings 
have  further  restricted  Medicare  allowances,  by 
defining  the  Medicare  “reasonable  charge”  screen 
as  a “price  list”  and  applying  to  the  screen  itself 
the  2.5  per  cent  limitation  on  increases  in  physi- 
cians’ charges.  Because  of  this  Price  Commission 
requirement.  Medicare  can,  at  present,  recognize 
only  a portion  of  the  annual  increase  in  prevailing 
charge  levels  which  would  take  place  if  only  the 
Medicare  formula  were  in  effect. 

The  profession  has  protested  strongly,  and  con- 
tinues to  protest  both  Medicare’s  arbitrary  deter- 
mination of  “customary”  and  “reasonable” 
charges,  and  the  discriminatory  application  of 
price  controls  to  the  medical  profession. 

PL  92-603  imposes  a new  statutory  limitation 
on  increases  in  physician  reimbursement  under 
Medicare.  Beginning  in  July  1973,  the  prevailing 
charge  screen  by  law  will  increase  only  to  the  ex- 
tent that  such  increase  is  justified  by  “economic 
changes”  measured  by  “appropriate  economic  in- 
dex data”  gathered  by  DHEW.  The  law  does  not 
spell  out  the  factors  which  will  be  part  of  the  “in- 
dex,” but  congressional  reports  suggest  a formula 
which  takes  into  account  increases  in  the  physi- 
cian's cost  of  doing  business  and  earnings  in- 
creases in  the  general  population. 

It  is  clear,  however,  that  from  this  point,  while 
some  physicians’  Medicare  reimbursement  may 
rise  as  their  non-Medicare  charges  rise,  the  “pre- 
vailing charge”  ceilings  on  Medicare  reimburse- 
ment will  no  longer  bear  any  direct  relationship 
to  what  physicians  actually  charge. 

The  question  of  what  “economic  indexes”  will 
be  applied  is  now  under  exploration  by  DHEW 
and  the  Federal  Office  of  Management  and  Budg- 


et. However,  since  the  restrictions  imposed  by  the 
Price  Commission  result  in  a reimbursement  lev- 
el below  the  prevailing  charges  which  would  be 
authorized  by  PL  92-603,  federal  officials  do  not 
consider  development  of  these  indexes  a priority 
item  at  present. 

Physicians  in  Teaching  Hospitals.  When  Medi- 
care was  enacted,  there  was  nothing  specific  in  the 
law  concerning  billing  by  physicians  in  teaching 
settings.  Payment  of  interns  and  residents  was 
considered  part  of  the  hospital  expense,  to  be  re- 
imbursed under  Part  A;  payment  under  Part  B 
to  the  attending  physician  was  based  on  a require- 
ment that  he  give  personal  attention  to  the  pa- 
tient. Considerable  confusion  resulted  with,  in 
some  areas,  new  billing  approaches  to  seek  Part  B 
reimbursement  for  physicians’  services  to  teaching 
patients. 

Section  227  of  PL  92-603  establishes  a new 
approach  to  determining  the  source  and  amount 
of  physician  reimbursement  for  patients  in  a 
teaching  setting.  Basically,  what  it  attempts  to  do 
is  distinguish  between  private  patients,  for  whom 
care  will  be  paid  under  Part  B on  a “reasonable 
charge”  basis,  and  non-private  teaching  patients, 
for  whom  care  will  be  paid  under  Part  A as  a 
“reasonable  cost”  of  the  hospital. 

The  law  specifies  that  the  “private  patient” 
type  payment  will  be  made  where  the  hospital, 
since  the  start  of  Medicare,  has  been  routinely 
billing  and  collecting  for  services  to  Medicare  and 
non-Medicare  patients  alike  for  the  services  ren- 
dered by  physicians.  Other  criteria  for  determin- 
ing who  are  “private  patients”  are  left  to  DHEW, 
but  some  indicators  suggested  by  Congress  are  at- 
tendance by  a particular  physician  out  of  the  hos- 
pital and  in  the  institution. 

It  should  also  be  noted  that,  where  physicians’ 
services  are  considered  part  of  the  teaching  pro- 
gram, the  payment  to  the  hospital,  on  a “reason- 
able cost”  basis,  is  to  go  into  a fund  designated 
by  the  organized  medical  staff  of  the  hospital  or. 
if  services  are  furnished  by  a medical  school,  by 
the  faculty  for  improvement  of  care  or  for  educa- 
tional or  charitable  purposes.  Payment  to  the  fund 
for  physicians’  services  can  be  made,  on  an  agreed 
reasonable  cost  basis,  even  when  the  hospital 
incurs  no  actual  cost  for  such  services,  as  when  a 
physician  participates  in  a teaching  program  on 
a voluntary  basis. 

Retroactive  Denial.  For  the  past  several  years, 
remedies  to  reduce  the  instances  where  a paid 
claim  for  institutional  services  has.  on  subsequent 
review,  been  found  to  be  improperly  paid,  have 
been  sought.  In  such  instances,  the  paid  claim  be- 
comes an  “overpayment,”  subject  to  recovery 
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from  the  facility  by  Medicare,  with  consequent 
problems  for  the  hospital  or  nursing  home,  the 
patient  (who  thereby  becomes  newly  liable  for  the 
charge),  and  the  physician  who  is  often  blamed 
for  the  confusion.  There  has  been  no  “statute  of 
limitations”  on  when  such  review  could  occur. 

Of  the  statutory  changes  in  this  area,  perhaps 
of  most  immediate  significance  is  the  enactment 
of  Section  281,  PL  92-603,  which  establishes  a 
three-year  statute  of  limitations  under  which,  if 
an  incorrect  payment  for  custodial  care  or  ser- 
vices found  not  medically  necessary  is  discovered 
over  three  years  after  payment  was  made  and  the 
recipient  was  without  fault  in  claiming  the  pay- 
ment, no  recovery  will  be  made.  While  this  is  still 
a rather  lengthy  liability  period,  it  is  a substantial 
improvement  over  the  prior  situation  when  all 
paid  claims,  from  the  first  day  of  the  program, 
were  liable  to  recovery.  In  addition,  the  law  gives 
DHEW  authority  to  reduce  the  three-year  period 
to  one,  if  it  can  be  done  without  detriment  to  pro- 
gram objectives.  BHI  officials  desire  experience 
with  the  three-year  statute  before  considering  any 
reduction  of  the  time. 

A second  change  was  made  by  Section  213,  PL 
92-603,  which  will  provide  relief  in  individual 
cases  where,  after  payment,  it  is  determined  that 
care  rendered  by  a physician  or  institution  is  med- 
ically unnecessary  or  custodial,  by  Medicare  stan- 
dards. A waiver  of  liability  is  allowed,  on  a one- 
time basis,  where  the  physician  or  the  provider 
and  the  patient  submitted  the  claim  in  good  faith 
with  the  expectation  that  Medicare  would  cover 
it;  i.e.,  Medicare  will  not  seek  to  recover  the 
amount  “overpaid,”  but  will  notify  the  parties  in- 
volved of  the  reasons  why  the  service  would  not 
ordinarily  be  covered  and  that  the  waiver  will  not 
be  applied  in  future  similar  instances.  This  pro- 
cedure not  only  protects  the  participants  from  un- 
expected expenses  when  they  have  acted  in  good 
faith,  but  will  also  provide  an  educational  mecha- 
nism so  that  physicians,  providers,  and  patients 
will  have  a clearer  understanding  of  what  Medi- 
care does  cover. 

This  section  does,  however,  pose  some  poten- 
tial problems  for  providers  and  physicians,  al- 
though it  applies  only  to  physicians  who  have 
accepted  assignment  and  will  not  affect  those 
using  direct  billing.  The  “waiver  of  liability”  ap- 
plies only  when  all  parties  act  in  good  faith  and 
with  due  care;  if  a provider  or  a physician  who 
accepts  assignment  submits  a claim  which  he 
could  be  reasonably  expected  to  know  is  not  cov- 
ered, the  claim  (if  paid)  is  considered  an  “over- 


payment” and  is  subject  to  recovery.  Further,  if 
a provider  or  physician,  knowing  that  Medicare 
will  not  pay,  collects  from  a patient,  the  amount 
he  has  paid  will  be  refunded  and  recovered  from 
the  provider  or  physician. 

In  the  usual  pattern  of  assignment  billing,  the 
last  procedure  above  will  seldom  apply.  It  could 
arise,  however,  when  a physician  had  collected 
part  of  his  charge  from  the  patient  and  accepted 
assignment  on  the  rest  or  under  other  unusual  cir- 
cumstances. It  appears  only  common  sense  that 
the  physician  who  accepts  assignment  should  in- 
form the  patient  in  advance  if  there  appears  some 
doubt  whether  Medicare  will  approve  payment. 
BHI  guidelines  for  this  section  are  still  being  de- 
veloped, but  BHI  expects  it  will  be  applied  ini- 
tially in  only  the  most  obvious  and  clearcut  cases. 

A third  change  in  the  law,  Section  228,  PL  92- 
603,  authorizes  advance  approval  of  length  of 
stay  in  skilled  nursing  facilities  and  home  health 
programs.  This  follows  the  concept  of  an  “assur- 
ance of  payment”  program  for  extended  care  fa- 
cilities (now  renamed  “skilled  nursing  facilities”). 
For  specified  diagnoses,  BHI  will  authorize  pay- 
ment for  at  least  a specified  period  of  time,  based 
on  the  condition  of  the  patient  at  time  of  admis- 
sion. 

Development  of  this  procedure  is  already  un- 
der way.  BHI  medical  staff  has  been  working  with 
physicians  and  with  providers  to  develop  descrip- 
tors and  average  lengths  of  stay  for  a group  of 
diagnoses  which  cover  some  60  per  cent  of  the 
admissions  to  skilled  nursing  facilities.  Using  this 
list,  if  a physician  certified  the  need  for  services 
and  one  of  these  diagnoses,  payment  would  be 
guaranteed  for  a specified  length  of  time,  unless 
the  utilization  review  committee  decided  the  pa- 
tient should  be  released  earlier. 

It  should  be  emphasized  that  this  is  not  a “ceil- 
ing” on  the  number  of  days’  care  which  will  be 
reimbursed  but  rather,  for  these  conditions,  a 
“floor.”  Additional  days  of  care  will  be  approved 
on  the  usual  basis  of  medical  justification  for  con- 
tinued stays.  Indeed,  since  the  guaranteed  stay 
will,  in  many  cases,  be  less  than  the  average  stay 
for  the  condition,  patients  will  be  expected  to  stay 
longer. 

As  to  BHI  administrative  actions,  BHI  officials 
have  expressed  the  intention  of  shifting  more  re- 
sponsibility for  coverage  decisions  to  utilization 
review  committees.  As  the  profession  knows,  the 
utilization  review  committee  now  has,  by  law,  the 
authority  to  terminate  Medicare  payment  for  in- 
patient services  to  those  patients  for  whom  they 
consider  further  institutional  care  medically  un- 
necessary. However,  the  Medicare  carrier  has  had 
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the  authority  to  ignore  a review  committee’s  de- 
cision that  continued  institutional  care  is  medical- 
ly necessary. 

Medicare  officials  have  expressed  the  opinion, 
under  the  waiver  provision,  Section  213,  PL  92- 
603,  that  the  matter  of  whether  an  institution  has 
exercised  due  care  in  submitting  claims  will  de- 
pend, in  large  part,  on  efficacy  of  its  utilization 
review  committee.  They  see  a possible  shift  to 
basing  reimbursement  on  the  reliability  of  the  re- 
view committee,  rather  than  on  intensive  carrier 
review  of  individual  claims. 

Similarly,  Section  213  provides  a right  of  ap- 
peal by  a provider  or  by  a physician  who  has  ac- 
cepted assignment  against  a carrier  decision  that 
billed  care  is  medically  unnecessary  or  custodial, 
to  the  same  extent  that  the  recipient  already  has 
such  right  of  appeal.  While  this  appeals  process 
only  allows  reconsideration  and  hearing  by  the 
carrier,  rather  than  BHI,  it  is  at  least  a step 
forward. 

It  should  be  noted,  perhaps,  that  the  PSRO 
networks,  once  implemented,  while  having  many 
potential  drawbacks,  may  also  provide  physicians 
with  significantly  more  assurance  as  to  what  Med- 
icare and  Medicaid  will  cover,  as  well  as  a struc- 
tured mechanism  for  appeal  of  all  decisions  with 
which  they  disagree. 

Hospitalization  Standards.  Two  other  require- 
ments for  hospital  care  under  Medicare  Part  A 
have  attracted  considerable  interest  on  the  part 
of  the  medical  profession.  Almost  since  the  be- 
ginning of  the  program,  the  association  has  op- 
posed the  statutory  requirement  that  a physician 
certify  and  recertify  the  need  for  hospitalization. 
When  the  law  was  first  enacted,  it  required  that 
initial  certification  be  at  the  time  of  admission  to 
the  hospital;  this  admission  certification  has  been 
eliminated,  but  the  law  still  required  certification 
and  recertification  at  such  times  as  set  forth  in 
regulations — currently,  no  later  than  the  12th  and 
1 8th  days. 

The  association  has  urged  that  the  certification 
and  recertification  requirements  be  deleted  from 
the  law  on  the  basis  that  they  serve  no  useful  pur- 
pose and  simply  add  to  the  physician’s  paperwork 
for  the  program. 

However,  it  remains  a statutory  requirement 
of  the  Medicare  program  and  the  only  present 
legislative  authority  under  which  it  can  be 
dropped  lies  in  a section  of  the  PSRO  legislation 
which  authorizes  DHEW  to  eliminate  other  types 
of  controls  when  it  finds  that  the  PSRO  functions 
to  the  same  effect.  Since  Title  XI  (the  Profession- 
al Standards  Review  title  of  the  Social  Security 
Act)  requires  PSROs  to  establish  points  in  time, 


consistent  with  the  average  lengths  of  stay  for 
given  illnesses  and  types  of  patients,  at  which 
physicians  will  certify  the  need  for  continued  in- 
stitutional care,  it  is  assumed  that  PSRO  certifica- 
tion will  tend  to  supersede  current  Medicare  certi- 
fication procedures. 

Another  hospital-oriented  problem  with  Medi- 
care has  been  the  requirement  that  “a  physician 
sees”  all  patients  arriving  for  treatment  in  the 
emergency  room.  The  objection  is  not  to  a physi- 
cian’s assuming  professional  responsibility  for  the 
care  of  those  coming  to  the  emergency  room,  but 
to  the  requirement  that  he  physically  “see”  each 
such  individual.  With  many  patients  using  the 
emergency  room  for  non-emergency  elective  care, 
the  current  requirement  does  not  allow  the  phy- 
sician on  call  for  emergency  service  to  decide  on 
the  basis  of  information  from  the  emergency  room 
staff  whether  a particular  patient  requires  his  im- 
mediate presence  and  results  in  a waste  of  physi- 
cian time.  BHI  officials  have  agreed  to  reconsider 
the  wording  of  this  section  of  the  regulations. 

Skilled  Nursing  Facilities.  As  previously  noted, 
the  term  “extended  care  facilities”  or  “ECFs”  in 
Medicare  legislation  has  been  replaced  by  PL  92- 
603  with  “skilled  nursing  facilities”;  the  same 
term  replaces  “skilled  nursing  homes”  in  Med- 
icaid legislation  (Sec.  278). 

While  there  is  no  significant  change  in  the  con- 
cept with  the  change  in  name,  the  new  legislation 
may  result  in  some  expansion  of  coverage  through 
two  changes.  The  basis  for  Medicare  reimburse- 
ment of  post-hospital  care  in  a skilled  nursing  fa- 
cility remains  the  need  of  the  patient,  on  a daily 
basis,  of  “skilled  nursing  services  provided  direct- 
ly by  or  under  the  supervision  of  skilled  nursing 
personnel,  for  the  conditions  for  which  he  was 
hospitalized.  This  is  essentially  the  definition  pre- 
viously in  effect  for  extended  care  services,  with 
the  reimbursement  decision  made  on  the  basis 
that  such  services  or  supervision  could  be  provid- 
ed only  by  skilled  professional  nursing  personnel, 
not  by  a lesser  category  of  para-professional  or 
auxiliary  personnel. 

However,  the  law  now  also  recognizes  the  need 
for  “skilled  rehabilitation  services”  as  a basis  for 
reimbursement  in  skilled  nursing  facilities.  It  does 
not  spell  out  what  such  services  may  be;  regula- 
tions will  probably  attempt  to  define  rehabilitation 
services  which  need  a degree  of  professional  skill 
equivalent  to  that  required  for  skilled  nursing  ser- 
vices. 

The  second  change  may  prove  more  significant. 

It  extends  coverage  to  skilled  nursing  care,  as  pre- 
viously defined,  and  skilled  rehabilitation  services 
which,  “as  a practical  matter,”  can  only  be  pro- 
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vided  in  a skilled  nursing  facility  on  an  inpatient 
basis.  Medicare  officials  have  not  yet  developed 
any  criteria  for  deciding  when,  as  a practical  mat- 
ter, inpatient  care  is  necessary.  It  is  reasonable 
to  assume,  however,  that  this  wording  in  the  law 
will  result  in  some  shift  of  emphasis  from  approv- 
ing reimbursement  for  inpatient  services  only 
when,  ideally,  inpatient  status  itself  is  essential  to 
the  type  of  care  provided  to  considering  the  prac- 
tical availability — or  unavailability — of  outpatient 
sources  of  the  care  needed. 

MEDICAID 

Over  50  sections  of  PL  92-603  affect  Med- 
icaid, the  federal-state  grant-in-aid  program  of 
medical  assistance  to  the  needy.  The  most  signifi- 
cant trend  in  the  numerous  changes  is  an  increas- 
ing correlation  between  Medicare  and  Medicaid. 
Some  correlation  between  the  two  programs  exist- 
ed, by  regulation,  prior  to  the  enactment  of  PL 
92-603.  For  example,  states  were  not  permitted 
to  pay  physicians  more  under  Medicaid  than  the 
“reasonable  charge”  under  Medicare,  although 
a lower  rate  of  payment  was  permissible,  and 
“skilled  nursing  homes”  under  Medicaid  were  ex- 
pected to  meet  the  same  standards  as  “extended 
care  facilities”  under  Medicare. 

Now  these  and  a number  of  other  provisions 
are  a matter  of  law,  rather  than  regulation.  For 
example,  the  formula  for  limitations  on  prevailing 
charges  in  Medicare  discussed  earlier  also  applies 
to  Medicaid  and,  as  mentioned  earlier,  the  term 
“skilled  nursing  facility”  has  been  substituted  for 
both  “extended  care  facility”  in  Medicare  and 
“skilled  nursing  home”  in  Medicaid,  and  the  same 
level  of  care  definition  applies  in  both  programs. 
PSROs  will  review  both  Medicare  and  Medicaid 
cases,  applying  the  same  standards  to  both.  Sim- 
ilarly, throughout  PL  92-603  there  are  many  new 
provisions  which  will  apply  to  both  programs.  It 
may  be  presumed  that,  in  many  instances,  the 
Medicare  agency,  with  its  greater  experience  in 
direct  supervision  of  health  care  financing,  will 
tend  to  be  the  lead  agency  in  regulations  and 
guidelines  applying  to  both  programs. 

Following  are  some  of  the  more  significant 
changes  in  Medicaid  as  identified  by  the  Council 
on  Medical  Service: 

Eligibility.  PL  92-603  establishes  a new  income 
maintenance  program,  which  will  replace  the 
present  adult  public  assistance  categories  (Old 
Age  Assistance,  Aid  to  the  Blind,  Aid  to  the  Per- 
manently and  Totally  Disabled)  as  of  January 
1974.  The  program  will  be  federally  financed  and 


administered  through  a new  bureau  of  supplemen- 
tal security  income  in  the  Social  Security  Admin- 
istration and  will  provide  each  eligible  individual 
with  a minimum  income  of  $1,680  per  year,  or 
each  couple,  both  of  whose  members  are  eligible, 
with  a minimum  income  of  $2,520  per  year. 

This  has  a potential  for  an  increase  in  Medicaid 
recipients  in  Mississippi.  States  will  have  the  op- 
tion of  including  all  this  group  in  their  Medicaid 
programs,  or  of  limiting  the  program  to  those 
eligible  by  January  1972  state  standards;  how- 
ever, if  they  choose  the  latter,  they  must  include 
the  medically  indigent  who  have  reduced  their  in- 
come to  the  January  1972  limits  through  medical 
expenditures.  Legislation  was  proposed  without 
success  during  the  1973  regular  session  of  the 
Mississippi  legislature  to  apply  the  new  federal 
standards  for  Medicaid  eligibility. 

States  are  also  prohibited  from  using  the  1972 
increase  in  Social  Security  benefits  as  a basis  for 
dropping  aged  individuals  from  the  current  assist- 
ance rolls.  On  the  other  hand,  inclusion  of  the  dis- 
abled under  Medicare  if  they  are  eligible  for  So- 
cial Security  benefits  will  transfer  some  expendi- 
tures from  Medicaid  to  Medicare. 

Benefits.  There  has  been  little  liberalization  of 
benefits.  Family  planning  is  now  mandatory  in 
Medicaid  programs  and  states  which  do  not  im- 
plement the  screening-diagnosis-treatment  pro- 
gram for  children  will  be  penalized  by  reduced 
federal  matching  after  mid- 1974.  Psychiatric  care 
for  those  under  21  is  also  included  at  state  option. 

Some  of  the  changes,  in  fact,  may  tend  to  re- 
strict Medicaid  benefits.  A requirement  in  the 
federal  law  since  its  enactment  in  1965  which 
called  for  broadening  the  scope  of  Medicaid  ben- 
efits to  achieve  “comprehensive”  care  by  1975 
(later  changed  to  1977)  has  been  deleted,  as 
has  been  a prohibition  on  reduction  of  Medicaid 
expenditures  from  one  year  to  the  next.  In  addi- 
tion, cost-sharing  provisions  have  been  added:  for 
the  needy,  a “nominal”  copayment  is  permitted 
for  those  services  not  mandated  by  federal  law, 
and  for  the  medically  needy,  the  state  is  not  only 
permitted  to  require  the  “nominal”  copayment, 
but  it  is  also  required  to  charge  an  income-related 
premium  for  Medicaid  coverage. 

Administrative  Changes.  As  noted,  PSROs  will 
assume  review  responsibility  for  Medicaid.  Until 
such  time  as  the  PSRO  takes  over,  Medicaid  is 
to  use  the  same  utilization  review  committees  as 
Medicare  unless  Medicaid  can  demonstrate  its  re- 
view is  more  effective;  matching  for  institutional 
stays  will  be  reduced  one-third  after  they  exceed 
specified  periods  unless  the  institution  can  demon- 
strate effective  utilization  controls. 
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DHEW  also  now  has  authority  to  terminate 
payment  to  specific  providers  and  physicians  found 
to  be  “abusing”  the  program,  and  federal  penal- 
ties for  fraudulent  claims  are  spelled  out;  previ- 
ously, this  was  a state  responsibility.  Under  one 
peculiar  correlation  between  Medicare  and  Med- 
icaid, Medicaid  can  be  used  to  reinforce  Medi- 
care controls;  if  Medicare  has  difficulty  recovering 
“overpayments”  from  providers,  no  Medicaid 
payments  will  be  made  to  those  providers. 

Medicaid  now  also  includes  funding  authority 
for  data  processing  systems  to  handle  Medicaid 
claims,  up  to  90  per  cent  of  the  cost  of  establish- 
ing such  systems  and  up  to  75  per  cent  of  the  cost 
of  operating.  Federal  directives  to  date  clearly  in- 
dicate that  these  funds  need  not  be  used  solely  to 
finance  systems  for  which  the  state  contracts  with 


non-governmental  agencies.  However,  no  funds 
have  yet  been  specifically  appropriated  for  this 
section  of  the  law. 

CONCLUSION 

The  Council  on  Medical  Service  presents  this 
report  as  an  informational  document.  The  council 
wishes  to  emphasize  again,  and  strongly,  that  this 
is  far  from  a complete  resume  of  the  hundreds  of 
changes  made  by  PL  92-603  and  can  be  consid- 
ered only  a preliminary  assessment  of  these  chan- 
ges since,  in  many  cases,  the  regulatory  lan- 
guage has  not  yet  been  published — -let  alone  fi- 
nalized. *** 

Jack  A.  Atkinson,  M.D.,  Chairman 
Council  on  Medical  Service 


A JUST  REWARD 

Bill  and  Bob,  two  midwest  doctors,  returning  from  a duck  hunt- 
ing trip  in  the  south  had  car  trouble  and  were  forced  to  spend  the 
night  at  an  elegant  old  plantation  home  of  a handsome  young 
widow.  . . . The  widow  put  them  up  for  the  night,  provided  a 
sumptuous  supper  with  after  dinner  brandy.  . . . Next  day,  they 
found  their  car  repaired  as  promised  and  they  thanked  the  widow 
and  went  their  way.  Nine  months  later,  Bill  called  Bob.  “Say  Bob. 
do  you  remember  the  night  we  spent  at  the  widow’s  home?”  “Yes?” 
replied  Bob  cautiously.  . . . “Did  you  by  any  chance  visit  her  after 
we  had  gone  to  bed?”  “Yes.”  “Did  you  by  any  chance  use  my 
name?”  “Yes,  Bill,  but  I hope  I didn’t  get  you  into  any  sort  of 
trouble?”  “No,  Bob,  I just  learned  that  she  had  died  and  left  me 
her  entire  estate.” 

— Hawaii  Medical  Journal 
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The  President  Speaking 


“The  Needs  of  the  Elderly" 


ARTHUR  A.  DERRICK,  JR.,  M.D. 

Durant,  Mississippi 


I have  put  some  thoughts  together  on  the  needs  of  the  elderly  in 
Mississippi  and  the  services  available  to  them.  Here  they  are  for 
what  they  are  worth. 

The  foremost  need,  1 feel,  is  respect.  Among  the  many  profound 
changes  in  our  present-day  manners  and  mores — and  they  are 
profound! — is  this  loss  of  respect  and  veneration  of  our  elders. 
Witness  the  orientals,  with  their  deeply-ingrained  respect  for 
“venerable  ancestor.”  They  seem  to  be  doing  all  right.  We  place 
the  “accent  on  youth”  in  a wild  fruitless  effort  to  remain  young, 
frantically  resisting  the  inexorable  slide  into  time.  Look  at  the 
unbelievable  number  of  items  produced  by  the  cosmetic  industry, 
constantly  smeared  on  us  through  the  media;  the  sophomoric 
styles,  as  ludicrous  as  any  “zoot-suit”;  hair  transplants;  mammo- 
plastys,  etc.  ad  infinitum.  What  happened  to  “grow  old  grace- 
fully”? 

Do  we  recognize  the  unpayable  debt  we  owe  them?  I doubt  it. 
Now  they  are  albatrosses  around  our  necks.  One  feeble  gesture, 
then  zap!  into  the  nursing  home,  that  way  station  between  this 
earth  and  whatever!!  The  waning  spark  is  doused  by  an  un- 
believing feeling  of  desertion.  The  Medicare  rug  pulled  out  from 
under  them,  they  realize  that  they  have  become  hapless  financial 
burdens.  They  lie  in  countless  conglomerates  amid  the  uriniferous 
sick-sweet  necrotic  smell,  in  drugged  apathy,  perhaps  relishing 
easeful  death. 

Few  problems  are  insoluble  in  this  age  of  automation.  Is  this 
one?  ★★★ 
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Continuing  Medical  Education 

In  Mississippi 


The  continuum  of  medical  education  is  one  of 
those  notable  topics  on  which  all  physicians  agree. 
Its  acquisition  may  begin  with  the  college  “pre- 
med”  program,  but  the  need  for  continued  knowl- 
edge does  not  end  a few  years  later  with  the  be- 
stowing of  an  M.D.  degree.  The  years  of  medical 
practice  beyond  the  school  setting  are  filled  with 
problem  cases,  some  unanswerable.  It  is  these 
cases  which  can,  and  do,  provide  an  excellent 
background  for  continuing  medical  education. 

Physicians  are  primarily  concerned  about  con- 
tinuing medical  education  from  two  viewpoints: 
convenience,  or  time  involved,  and  relevancy  to 
everyday  medical  practice.  With  these  points  in 
mind,  the  Mississippi  State  Medical  Association 
through  its  Council  on  Medical  Education  sub- 
mitted an  application  to  the  American  Medical 
Association  to  become  the  accrediting  agency  for 
continuing  medical  education  in  Mississippi.  Final 
approval  from  AMA  is  still  several  months  away, 
but  work  has  already  been  initiated  by  MSMA 
committees.  Prior  to  submitting  the  application 
or  “Plan”  to  AMA,  approval  was  obtained  from 
the  MSMA  House  of  Delegates  at  the  105th  An- 
nual Session,  Biloxi,  1973. 

As  their  goal,  the  Council  on  Medical  Educa- 
tion and  its  Ad  Hoc  Committee  on  Continuing 
Medical  Education  intend  to  assist  in  developing 
local  community  hospital  continuing  medical  edu- 
cation programs  for  physicians.  Initial  develop- 
ment of  a regional  continuing  medical  education 
program  in  community  hospitals  has  been  facili- 
tated through  funds  from  the  Mississippi 
EMCRO.  This  pilot  CME  program  is  a beginning 


for  Mississippi  in  the  effort  to  provide  CME  on 
a local  basis.  The  Tyler  Holmes  Memorial  Hos- 
pital in  Winona,  Grenada  County  Hospital  in 
Grenada,  and  the  Greenwood-Leflore  Hospital 
in  Greenwood  are  presently  participating  in  this 
pilot  CME  program.  The  Mercy  Regional  Medi- 
cal Center  in  Vicksburg  is  also  participating  in  a 
pilot  project  for  continuing  medical  education 
based  on  the  single  hospital  approach.  Both  pro- 
grams identify  possible  CME  needs  through  the 
Mississippi  EMCRO  summaries.  This  method  for 
evaluating  the  quality  of  medical  care  also  gives 
each  of  the  hospitals  mentioned  a method  for  im- 
proving the  quality  of  care. 

After  these  two  programs  are  developed,  a 
three  member  survey  team  from  the  Mississippi 
State  Medical  Association,  appointed  through  the 
Council  on  Medical  Education,  will  consult  with 
representatives  of  each  hospital.  Following  this 
consultation-survey  meeting,  accreditation  will  be 
recommended  for  a given  number  of  years.  The 
end  result  of  the  above  mentioned  efforts  is  a con- 
tinuing medical  education  program  for  communi- 
ty hospitals  with  local  scope  and  focus. 

Inquiries  regarding  continuing  medical  educa- 
tion and  its  accreditation  should  be  forwarded  to 
the  Mississippi  State  Medical  Association,  735 
Riverside  Drive,  Jackson  39216.  Interested  per- 
sons might  refer  to  a manual  entitled,  “Continu- 
ing Medical  Education  in  the  Community  Hos- 
pital” by  N.  Stearns,  et  al. 

Council  on  Medical  Education 

Mississippi  State  Medical  Association 
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“HMO  Overview” 

Although  the  Health  Maintenance  Organization 
(HMO)  movement  has  become  fashionable  in 
recent  years  it  has  been  around  since  the  late 
1920’s.  Such  prototypes  as  the  Ross  Loss  Medical 
Clinic  ( 1929),  Group  Health  Association  ( 1937), 
Group  Health  Cooperative  of  Puget  Sound  (1946), 
the  Health  Insurance  Plan  of  Greater  New  York 
(1947),  and  the  San  Joaquin  Medical  Care 
Foundation  (1954)  provided  much  of  the  early 
leadership  in  what  has  become  a widespread  ac- 
tivity. 

The  term  “HMO”  encompasses  quite  divergent 
forms  of  organization.  In  the  classical  sense,  an 
HMO  is  considered  to  be  a closed-panel  group 
practice  providing  24  hour  comprehensive  medi- 
cal services  to  its  enrollees  on  a prepaid  basis. 
The  acknowledged  example  of  an  HMO  in  this 
classical  sense  is  Kaiser-Permanente,  which  is 
now  the  world’s  largest  private  prepaid  group 
health  plan. 

Most  HMO  concepts  involve  a four  party  re- 
lationship: sponsors,  facilities,  practitioners  and 
enrollees.  In  most  instances,  the  contractual  re- 
lationship between  all  parties  will  depend  upon 
local  enabling  statutes  and  the  nature  of  the 
organizational  structure.  Ordinarily,  the  plan  en- 
tity is  separated  from  the  practitioners  in  order 
to  minimize  lay  participation  in  the  provision  of 
care. 

On  the  other  spectrum  of  the  HMO  concept 
are  the  Foundations  for  Medical  Care,  as  pio- 
neered by  the  San  Joaquin  Foundation  for  Medi- 
cal Care.  It  is  said  that  the  possibility  of  the 
Kaiser  Medical  Foundation,  a prepaid  group  prac- 
tice, expanding  into  the  San  Joaquin  Valley  dis- 
turbed valley  area  physicians  in  the  early  1950’s 
to  the  extent  that  they  formed  the  San  Joaquin 
Foundation  for  Medical  Care  to  counteract  what 
they  considered  to  be  a threat  to  the  solo  practice 
of  medicine.  Their  desire  to  incorporate  some  of 
the  attractive  features  of  Kaiser  with  private 
medical  practice  resulted  in  a medical  society- 
sponsored,  open-paneled,  group  insurance  plan 
under  which  physicians  would  be  reimbursed  on 
a fee-for-service  basis,  as  opposed  to  Kaiser’s 
close-paneled,  prepaid  group  practice  plan. 

As  a result  of  San  Joaquin’s  pioneering  efforts 
many  state  and  local  medical  societies  and  as- 
sociations have  formed  their  own  foundations  for 
medical  care,  and  many  of  these  have  since  opted 


to  establish  their  own  fee-for-service,  group  health 
plans  which  are  considered  to  be  “HMO’s  without 
walls.” 

Regardless  of  the  form  they  take  or  the  relation- 
ships between  participating  parties,  the  federal 
government  has,  through  enactment  of  fairly 
recent  legislation,  provided  a fiscal  impetus  for 
the  creation  of  still  more  HMO’s  in  addition  to 
the  nearly  346  which  are  now  in  either  the  de- 
velopmental or  operational  stage  throughout  the 
country. 

Public  Law  92-603,  which  was  enacted  in  No- 
vember 1972,  contained  a provision  which  pro- 
vided statutory  recognition  of  HMO  health  care 
for  Medicare  beneficiaries  and  an  authorization 
for  furnishing  technical  assistance  to  any  state 
Medicaid  program  interested  in  contracting  with 
an  HMO. 

More  recently,  both  houses  of  the  93rd 
Congress  have  passed  their  own  HMO  bills.  The 
Senate-passed  HMO  bill,  S.14,  was  sponsored  by 
Senator  Edward  M.  Kennedy  (D.-Mass.)  and 
authorized  grants  for  planning  and  feasibility 
studies,  initial  development  costs,  construction, 
and  initial  operation  costs  at  an  appropriation 
price  tag  of  $850  million.  The  purpose  of  this  bill 
is  principally  to  aid  HMO  development  through 
a fiscal  year  1974-76  program  of  grants  and 
loans  to  potential  or  existing  HMO  sponsors. 

The  House-passed  bill,  H.R.7974,  otherwise 
known  as  the  Roy-Rogers  bill,  was  sponsored  by 
Congressmen  William  R.  Roy  (D.-Kan.)  and 
Paul  G.  Rogers  (D.-Fla.).  Unlike  the  Senate 
version,  the  Nixon-backed  House  bill  authorizes 
a five  year  (FY  1974-78)  program  of  experi- 
mental and  demonstration  projects  with  emphasis 
on  feasibility  studies  at  an  appropriation  of  $240 
million. 

Conferees  of  the  House  and  Senate  began 
meeting  on  Oct.  9 to  iron  out  the  differences  be- 
tween the  two  versions.  Most  observers  feel  that 
conference  committee  debate  will  center  around 
not  only  a compromise  between  the  $850  million, 
3 year  Senate  appropriation  and  the  $240  million, 
5 year  House  appropriation,  but  also  two  issues 
generally  opposed  by  organized  medicine:  namely, 
the  Senate  bill  provisions  calling  for  pre-emption 
of  state  laws  which  prevent  operation  of  an  HMO 
and  the  creation  of  a Commission  on  Quality 
Health  Assurance  that  many  feel  is  an  unnecessary 
duplication  of  PSRO.  Interstate  and  Foreign  Com- 
merce Committee  Chairman  Harley  Staggers 
(D.-W.  Va. ) has  indicated  that  he  and  the  other 
House  conferees  would  stand  by  the  House-passed 
version  in  seeking  a compromise.  In  addition. 
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President  Nixon  has  stated  that  he  would  veto 
any  HMO  bill  which  did  not  provide  for  demon- 
strations and  experiments  and  whose  price  tax  is 
more  than  $240  million.  Consequently,  the  final 
conference  report  will  probably  approximate  the 
House-passed  bill  since  most  conferees  do  not 
want  to  align  themselves  behind  any  HMO  bill 
which  would  likely  be  vetoed. 

In  Mississippi,  one  physician-sponsored  HMO 
is  off  the  drawing  board  in  Vicksburg  and  another 
industry-sponsored  closed-panel  HMO  is  rumored 
for  the  Gulf  Coast  area.  At  present,  there  are  not 
enough  facts  available  to  report  on  the  latter,  but 
the  Street-Mercy  Family  Health  Plan  in  Vicks- 
burg evolved  over  the  past  few  years  from  a study 
conducted  under  a feasibility  and  impact  grant 
which  revealed  a high  potential  for  an  HMO  in  the 
area. 

The  S.  and  M.  Family  Health  Plan,  as  it  is 
commonly  called,  is  headed  by  a seven  member 
board  of  which  Dr.  John  R.  Shell  is  chairman. 
It  is  scheduled  to  become  operational  on  July  1, 
1974,  and  will  offer  a total  package  of  health 
care  services  for  a predetermined  capitation  pay- 
ment. In  addition  to  physician  and  hospital  ser- 
vices, nursing  home  services  in  a 15-bed  hospital- 
based  ECF  will  be  included  in  the  total  package 
pending  approval  of  the  facility. 

The  plan  has  recently  employed  a marketing 
director  and  anticipates  a successful  enrollment 
campaign  based  on  its  ability  to  provide  complete 
health  care  to  a defined  patient  population  for  a 
monthly  premium  which  is  competitive  with  com- 
mercial insurance.  The  Vicksburg  S.  and  M. 
Family  Plan  will  be  described  in  detail  in  a future 
issue  of  the  Journal  MSMA. 

William  F.  Roberts,  J.D. 

Executive  Assistant,  MSMA 

Involvement 

In  these  unprecedented  times  when  every  in- 
formed person  is  aware  of  the  many  crises  that 
face  our  society — pollution,  overpopulation,  wel- 
fare programs,  ever  increasing  taxes  and  contin- 
uing inflation — it  seems  apparent  to  me  that,  in 
those  areas  particularly  that  we  can  speak  about 
with  more  than  a modicum  of  authority,  we  need 
to  be  involved  and  heard. 

While  our  first  concern  is  the  delivery  of  health 
care,  we  as  a profession  are  probably  well  quali- 
fied to  be  heard  on  population  control  and  it  is 
time  we  become  concerned  with  quality  as  well 
as  quantity  control. 

As  government  becomes  larger  and  more  cen- 


tralized we  have  an  increasing  sense  of  impotence 
to  affect  any  change.  The  bureaucracy  that  ex- 
pands each  year  and  is  virtually  outside  the  con- 
trol of  our  three  branches  of  government  further 
increases  our  sense  of  frustration. 

Despite  these  things  there  are  a lot  of  good 
things  about  our  government  and  our  society,  and 
few  would  trade  it  for  any  other  government 
known. 

If  we  in  the  profession  can’t  affect  reasonable 
birth  control  in  the  retarded,  mentally  ill  or  hered- 
itary illnesses  resulting  in  non-productive  proge- 
ny, it  is  conceivable  that  in  less  than  a generation 
some  forceful  measures  may  well  be  instituted. 

W.  Moncure  Dabney,  M.D. 

Editor 

Crystal  Springs,  Miss. 

Measles  Morbidity  and 
Mortality  in  Mississippi 

Even  though  measles  is  currently  a vaccine- 
preventable  disease,  cases  of  this  potentially  fatal 
exanthem  are  still  currently  occurring  in  the  state. 
In  the  first  9 months  of  1973,  59  cases  of  measles 
have  been  reported.  Fortunately,  there  have  been 
no  fatalities  reported  in  1973;  however,  61  deaths 
due  to  measles  occurred  in  Mississippi  children 
during  the  10-year  period  from  1963  to  1972. 

Since  the  introduction  of  measles  vaccine  in  the 
late  1960’s  the  number  of  reported  cases  of  mea- 
sles has  declined  markedly.  After  the  introduction 
of  measles  vaccine,  a drop  in  the  number  of  re- 
ported cases  occurred  from  1966  to  1970,  but  a 
marked  increase  in  reported  measles  occurred  in 
1971.  Two  deaths  due  to  measles  were  reported 
that  same  year.  Continued  efforts  are  needed  to 
further  control  measles  in  Mississippi.  Our  divi- 
sion participated  in  the  national  Immunization 
Action  Month  (IAM)  as  part  of  a cooperative 
national  effort  to  reverse  the  alarming  trend  of  de- 
clining immunization  levels  among  preschool  age 
children  against  the  major  vaccine-preventable 
diseases. 

Private  physicians  can  be  of  vital  assistance  in 
eliminating  measles  from  Mississippi  by  reporting 
each  and  every  case  of  measles  that  they  see. 
Each  individual  case  will  be  investigated  by  a field 
worker  in  the  immunization  section.  The  investi- 
gator will  review  the  immunization  records  of  the 
case  and  childhood  contacts  and  will  plan  further 
action  (such  as  a local  immunization  clinic)  if  it 
is  indicated.  The  usefulness  of  this  approach  was 
emphasized  in  recent  outbreaks  in  Perry  and  Pike 
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counties.-  Physicians  are  asked  to  call  reports 
(collect  calls  will  be  accepted)  to  either  Mr.  Paul 
Turner  (354-6637)  or  to  the  Division  of  Pre- 
ventable Disease  Control  (354-6650). 

Daniel  J.  Sexton,  M.D. 
State  Board  of  Health 
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The  Art  of 
Human  Stitchery 

The  following  poem  was  written  by  Dr.  James 
Ronald  Bartlett,  associate  professor  of  German 
at  the  University  of  Mississippi,  after  he  under- 
went surgery  performed  by  Dr.  Joseph  E.  Roe  of 
Oxford.  Dr.  Bartlett  says,  ‘‘Knowing  how  I my- 
self often  get  very  bored  with  the  routine,  it  is 
easy  to  imagine  a surgeon  also  seeking  release 
from  that  same  boredom  by  embellishing  the 
straight  stitch  with  a few  extra  flourishes!  In  any 
case,  I still  deny  that  this  was  the  result  of  the 
anesthetic!  (Even  the  attending  nurse  suggested, 
however,  that  if  put  to  the  wall,  I should  use  that 
as  the  excuse.) 

THE  ART  OF  HUMAN  STITCHERY 
(with  apologies  to  the  Poetic  Muse) 

The  Art 

of  Human  Stitchery 
is  putting  stitches 
where  it  itcheries 
a pleat  of  folded  skin 
a stitch  without 
a stitch  within 

herringbone  or  crosspatch  bold 
the  only  question  is — 
will  it  hold ! 

Having  done  ablution 

at  the  Temple 
of  Hippocrates 

he’s  now  intent 
on  putting  people’s 
pain  at  ease 
by 

practi’skin 

embroideries  . . . 

But  goodness,  what  is  this?!! 


By  jelly! 

Oh!  Oh! 

There  it  is  across  my  belly — 

Roe!  Roe! 

spelled  out  in  bold  black  thread 
embroidered  stitches  where  I bled! 

But  today  we’ll  have  one  last  bout 
He'll  have  to  take  the  blamed  things  out! 
There’s  really  little  consolation  though 
for  surely  surely 

tic  tac  toe 
the  scars  forever 
will  spell — 


ROE! 


THE  MISSISSIPPI  POSTGRADUATE 

INSTITUTE  IN  THE 
MEDICAL  SCIENCES 

Jan.  7-11,  1974 

Electrocardiography  Intensive  Course 
University  Medical  Center,  Jackson 
Jan.  7-11,  1974,  beginning  at  9:00  a.m. 

Sponsored  by  The  University  of  Mississippi 
School  of  Medicine,  with  support  from  the 
Mississippi  Regional  Medical  Program 

Coordinator: 

Thomas  M.  Blake,  M.D.,  professor  of  medicine. 
The  University  of  Mississippi  School  of  Medi- 
cine 

Selected  for  their  immediate  applicability, 
topics  in  this  one-week  course  will  be  supple- 
mented by  use  of  electrocardiograms,  slides 
and  other  visual  aids.  Participants  will  interpret 
electrocardiograms  and  join  in  conferences. 

All  the  intensive  courses  are  offered  through 
the  University  of  Mississippi  Medical  Center, 
with  partial  support  from  the  Mississippi  Re- 
gional Medical  Program,  The  Kidney  Founda- 
tion of  Mississippi,  Inc.,  the  Lilly  Research 
Laboratories,  the  Bristol  Laboratories,  G.  D. 
Searle  and  Company,  and  private  donations. 
The  courses  are  open  to  all  Mississippi  physi- 
cians. A registration  fee  of  $100.00  is  charged. 

FUTURE  CALENDAR 

Jan.  7-11,  1974 

Electrocardiography  Intensive  Course 

May  6-9 

Mississippi  State  Medical  Association, 
Biloxi 
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Book  Review 

The  Cardiac  Arrhythmias.  Second  Edition.  Bv 
Brendan  Phibbs,  M.D.,  with  contribution  by  Gor- 
don A.  Ewv,  M.D.  205  pages  with  264  illustra- 
tions. St.  Louis:  The  C.  V.  Mosby  Co.,  1973. 
$7.50  for  the  paperback  edition. 

The  knowledge  that  there  is  a new  EKG  man- 
ual on  the  market  has  the  same  effect  on  most 
physicians  as  would  the  knowledge  that  there  is 
a new  laxative  on  the  market.  From  the  number 
of  good  cardiology  texts  and  EKG  manuals  and 
primers  presently  available,  my  first  impression 
was  that  there  was  really  no  need  for  another 
manual,  even  one  that  supposedly  dealt  only  with 
the  cardiac  arrhythmias.  However,  this  definitely 
was  a mistaken  impression  as  this  particular  man- 
ual is  quite  distinctly  different  from  any  previous 
ones.  In  the  preface  the  author  mentions,  “if  the 
book  has  a virtue,  it  is  simplicity.”  This  is  very 
definitely  its  greatest  virtue  although  there  are 
several  others.  It  is  extremely  relaxing  to  read  a 
book  when  common  everyday  language  is  used 
to  describe  a simple  mechanism  that  usually  is  de- 
scribed in  much  more  detailed,  confusing  scientif- 
ic jargon. 

The  book  is  basically  divided  into  four  parts, 
the  first  10  pages  of  which  comprise  Part  I con- 
sisting of  a brief  review  of  basic  anatomy  and 
physiology.  Part  II  consists  of  the  simple  arrhyth- 
mias such  as  ectopic  beats,  ventricular  aberration 
and  ventricular  fusion  and  atrial  flutter  and  fibril- 
lation. Part  III  comes  to  the  more  complex  ar- 
rhythmias such  as  the  digitalis  induced  arrhyth- 
mias, the  so-called  “sick  sinus  syndrome,”  and 
arrhythmias  that  are  frequently  seen  in  coronary 
care  units.  The  last  section  consists  of  drugs  and 
techniques  including  pacers  and  defibrillators. 
The  discussion  of  the  different  drugs  used  in 
treating  cardiac  arrhythmias  is  particularly  good, 
especially  in  regard  to  digitalis  therapy. 

Following  the  part  about  simple  arrhythmias 
and  the  part  about  complex  arrhythmias,  there 
are  two  review  chapters  to  check  the  reader  on 
problems,  practice  and  reinforcement.  These  are 
particularly  good  since  most  readers  get  the  im- 
pression from  reading  other  EKG  manuals  that 
all  arrhythmias  are  easily  classified  according  to 
certain  simple,  set  rules.  This,  of  course,  is  defi- 
nitely not  true  in  actual  practice  and  in  these  two 


chapters  the  reader  not  only  becomes  aware  of 
the  different  variations  of  arrhythmias  but  also 
some  suggestion  as  to  cause,  prognosis,  and  treat- 
ment. 

The  biggest  problem  a reader  has  with  this  text 
is  with  the  illustrations.  Many  of  the  EKG  strips 
were  not  reproduced  with  enough  contrast.  Sev- 
eral are  quite  small,  measuring  less  than  one 
centimeter  in  width.  Frequently  the  EKG  illus- 
tration will  be  on  one  page  while  the  interpreta- 
tion will  be  on  a reverse  page,  necessitating  turn- 
ing the  page  from  side  to  side.  It  would  also  have 
been  helpful  had  the  particular  complexes  been 
numbered.  At  times  the  author  refers  to  the  15th 
and  17th  beats  which  necessitate  counting  back 
to  determine  which  beats  he  is  discussing.  Hope- 
fully this  will  be  corrected  in  future  editions. 

All  in  all,  this  is  an  excellent  up-to-date  text 
regarding  arrhythmias,  their  interpretation  and 
treatment. 

Walter  T.  Taylor,  M.D. 

Clarksdale,  Miss. 


Allen,  S.  M.,  Quitman.  Born  Laurel,  Miss.,  on 
Sept.  22,  1947;  M.D.,  University  of  Mississippi 
School  of  Medicine,  Jackson,  Miss.,  1972;  in- 
terned Memorial  Medical  Center,  Savannah,  Ga., 
one  year;  elected  by  East  Mississippi  Medical  So- 
ciety. 

Brown,  Ronald  Lee,  Gulfport.  Born  Evansville, 
Ind.,  on  May  5,  1939;  M.D.,  Indiana  University 
School  of  Medicine,  Indianapolis,  Ind.,  1966;  in- 
terned Indiana  University  Hospital,  Indianapolis, 
Ind.,  one  year;  urology  residency,  same,  1969- 
1973;  elected  by  Coast  Counties  Medical  Society. 


Edwards,  John  Berlyn,  Biloxi.  Born  Plattsberg, 
Miss.,  on  Dec.  31,  1935;  M.D.,  University  of 
Mississippi  School  of  Medicine,  Jackson,  Miss., 
1960;  interned  Brooke  General  Hospital,  Ft.  Sam 
Houston,  Tex.,  one  year;  surgery  residency,  same, 
1961-65;  plastic  surgery  residency,  Walter  Reed 
General  Hospital,  Washington,  D.  C.,  1965-67; 
fellowship,  same,  1967-68;  elected  by  Coast 
Counties  Medical  Society. 
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NEW  MEMBERS  / Continued 

Glasgow,  Thomas  Senter,  Grenada.  Born 
Pryor,  Okla.,  on  Feb.  21,  1942;  M.D.,  University 
of  Mississippi  School  of  Medicine,  Jackson,  Miss., 
1968;  interned  Hillcrest  Medical  Center,  Tulsa, 
Okla.,  one  year;  family  practice  residency,  Mc- 
Clennan  City  Medical  Society  Family  Practice 
Residency  program,  Waco,  Tex.,  1971-73;  elect- 
ed by  North  Central  District  Medical  Society. 

Griffin,  Ruby  B.,  Calhoun  City.  Born  Calhoun 
City,  Miss.,  on  Aug.  7,  1934;  M.D.,  University 
of  Mississippi  School  of  Medicine,  Jackson,  Miss., 
1962;  interned  Baptist  Hospital,  Nashville,  Tenn., 
one  year;  surgery  residency,  same,  1963-64; 
elected  by  Northeast  Mississippi  Medical  Society. 

McDevitt,  Ellen  (RET),  Gulfport.  M.D.,  Uni- 
versity of  Utah  College  of  Medicine,  Salt  Lake 
City,  1949;  interned  Meadowbrook  Hospital, 
Hempstead,  N.  Y.,  one  year;  elected  by  East  Mis- 
sissippi Medical  Society. 

McEachin,  Lawrence  Benjamin,  Meridian. 
Born  Grenada,  Miss.,  Sept.  11,  1942;  M.D.,  Uni- 
versity of  Mississippi  School  of  Medicine,  Jack- 
son,  Miss.,  1967;  interned,  same,  one  year;  der- 
matology residency.  University  of  Virginia,  Char- 
lottesville, Va.,  1968-71;  elected  by  East  Missis- 
sippi Medical  Society. 

Nelson,  Norman  C.,  Jackson.  Born  Hibbing, 
Minn.,  on  July  24,  1929;  M.D.,  Tulane  Universi- 
ty School  of  Medicine,  New  Orleans,  La.,  1954; 
interned  Charity  Hospital,  New  Orleans,  La.,  one 
year;  surgery  residency,  same,  1958-62;  vice 
chancellor  for  health  affairs  and  dean  of  Univer- 
sity of  Mississippi  School  of  Medicine,  Jackson, 
Miss.;  elected  by  Central  Medical  Society. 


1968;  interned  Mobile  General  Hospital,  Mobile, 
Ala.,  one  year;  orthopaedic  surgery  residency, 
University  Medical  Center,  Jackson,  Miss.,  1969- 
1973;  elected  by  Northeast  Mississippi  Medical 
Society. 


Jones,  A.  D.,  Holly  Springs.  M.D.,  Howard  Uni- 
versity College  of  Medicine,  Washington,  D.  C., 
1950;  interned  Reynolds  Hospital.  Winston-Sa- 
lem, N.  C.,  one  year;  died  Oct.  8,  1973,  age  52. 


Vi  Tubb,  B.  C.,  Smithville  (E-RET).  M.D., 
University  of  Nashville,  Nashville,  Tenn., 
1909;  member  of  Fifty  Year  Club  of  MSMA; 
Emeritus  member  of  MSMA  and  AMA;  died 
Oct.  13,  1973,  age  95. 


William  O.  Barnett  and  William  Neely  of 
Jackson  and  UMC  participated  in  the  meeting  of 
the  American  Association  for  the  Surgery  of 
Trauma  in  Chicago.  Dr.  Neely  presented  a paper 
before  the  group. 


Richard  Boronow  of  Jackson  and  UMC  pre- 
sented papers  before  the  Las  Cruces  (New  Mex- 
ico) Medical  Society  and  the  Central  Association 
of  Ob-Gyn  in  Scottsdale,  Arizona,  in  October. 
Henry  Thiede  and  Donald  Sherline  of  UMC 
were  also  participants  in  the  Scottsdale  meeting. 


Phillips,  Samuel,  Jackson.  Born  New  York, 
N.  Y.,  on  Jan.  16,  1908;  M.D.,  Medical  School 
University  of  London,  London,  England,  1935; 
interned  Trinity  Hospital,  one  year;  internal  medi- 
cine residency.  Tuberculosis  Grasslands  Hospital, 
Valhalla,  N.  Y.,  1938-41;  elected  to  associate 
membership  by  Central  Medical  Society. 

Stauss,  Chales  Ernest,  Hattiesburg.  Born  Hal- 
lettsville,  Tex.  on  July  18,  1937;  M.D.,  Univer- 
sity of  Texas  Medical  Branch,  Galveston,  Tex., 
1964;  interned  Brackenridge  Hospital,  Austin, 
Tex.,  one  year;  radiology  residency,  same,  1968- 
1970;  elected  by  South  Mississippi  Medical  So- 
ciety. 

Whitwell,  Earl  E.,  Tupelo.  Born  Memphis, 
Tenn.,  on  July  12,  1943;  M.D.,  University  of 
Mississippi  School  of  Medicine,  Jackson,  Miss., 


Charles  Evans  Catchings  of  Woodville  was 
surprised  with  a birthday  party  on  his  seventy- 
fifth  birthday  by  the  staff  of  the  Catchings  Clinic 
and  his  family.  Dr.  Catchings  has  practiced  medi- 
cine in  Woodville  for  the  past  48  years. 

Carlos  M.  Chavez,  associate  professor  of  surgery 
at  UMC,  has  been  named  a Fellow  of  the  Ameri- 
can College  of  Cardiology. 

Byeng  Sun  Choo  announces  the  opening  of  his 
office  for  general  practice,  surgery  and  urology 
at  309  Auburn  Avenue  in  Natchez. 

Alton  B.  Cobb  of  Jackson,  State  Health  Officer, 
has  succeeded  Seth  Hudspeth  as  chairman  of  the 
Mississippi  Interagency  Commission. 

C.  Earl  Fox,  III,  has  been  appointed  director 
of  the  Tallahatchie,  Coahoma  and  Grenada  coun- 
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ty  health  departments.  Dr.  Fox,  a native  of 
Charleston,  received  his  M.D.  degree  from  the 
University  Medical  Center  and  completed  a pe- 
diatrics internship  there. 

Charles  Fraley  announces  the  opening  of  the 
Voice  of  Calvary  Cooperative  Health  Center  at 
307  Center  Street  in  Mendenhall. 

Armin  Haerer  of  Jackson  and  UMC  attended 
a meeting  of  the  Society  of  Clinical  Neurologists 
in  White  Sulphur  Springs,  W.  Va.  in  October. 

James  D.  Hardy  of  Jackson  and  UMC  attended 
the  Society  of  Clinical  Surgery  meeting  in  Min- 
neapolis. 

Charles  H.  Hubbert  has  opened  an  office  at 
2200  South  Lamar  in  Oxford  for  the  practice  of 
internal  medicine,  neurology  and  psychiatry.  Dr. 
Hubbert  will  also  serve  as  staff  psychiatrist  for  the 
Region  II  Mental  Health  Center. 

Douglas  W.  Lamppin  announces  the  opening 
of  his  office  at  Doctors  Plaza  Building,  Suite  204, 
4211  Hospital  Road  in  Pascagoula  for  the  prac- 
tice of  ear,  nose  and  throat. 

Francis  Morrison  of  Jackson  and  UMC  pre- 
sented an  invited  paper,  “Blood  Component 
Therapy — 1973,”  to  the  Southeastern  Regional 
Meeting  of  the  American  College  of  Physicians 
at  Sea  Island,  Ga.  Dr.  Morrison,  Jeanette  Pul- 
len, Bernard  Hickman  and  Tate  Thigpen  at- 
tended a recent  meeting  of  the  Southwestern  On- 
cology Group  in  San  Antonio. 

William  Neely  of  Jackson  and  UMC  attended 
the  1973  meeting  of  the  Southern  Thoracic  Sur- 
gical Association  in  Louisville,  Ky. 

Norman  Nelson,  dean  of  the  UMC  medical 
school,  spoke  at  the  American  Urological  Associ- 
ation postgraduate  seminar  in  New  Orleans. 

Ben  Rader,  formerly  practicing  in  New  Orleans, 
has  associated  with  the  Hull  Brothers’  Clinic  in 
Indianola  for  the  general  practice  of  medicine  at 
1 3 1 East  Baker  Street. 

Joe  Ross  and  Herman  Kellum  of  Vicksburg 
are  serving  as  members  of  the  Board  of  Trustees 
for  the  new  Vocational  Education  Complex  to  be 
built  in  Vicksburg. 

John  F.  Russell  of  Gulfport,  director  of  the 
Mississippi  Gulf  Coast  Drug  Abuse  Center,  was 
guest  speaker  at  the  Pass  Christian  High  School 
assembly  where  he  discussed  drug  abuse  in  Mis- 
sissippi. 

Thomas  A.  Quigley  announces  the  opening  of 


his  office  for  the  general  practice  of  medicine  in 
Norwood  Village,  Gulfport. 

Edsel  F.  Stewart  of  McComb  was  elected  first 
vice  president  of  the  Southwest  Mississippi  Junior 
College  alumni  association  during  homecoming 
activities  at  the  college. 

W.  Lamar  Weems  of  Jackson  and  UMC  attend- 
ed a meeting  of  the  AUA  Council  on  Education 
and  the  Advisory  Committee  on  Education,  Al- 
lied Health  Professions  and  Services,  in  Chicago. 

Elbert  A.  White,  III,  of  Corinth  has  been 
elected  chief  of  staff  and  president  of  the  Mag- 
nolia Hospital  Medical  Staff.  Tommy  Alexander 
was  elected  vice  president  and  R.  C.  Wigginton, 
secretary.  Stanley  Hill  and  T.  L.  Sweat  were 
named  at-large  members  of  the  executive  com- 
mittee. 

Julian  Wiener  and  J.  Harvey  Johnston,  Jr., 
of  Jackson  served  as  chairmen  for  a special  re- 
ception given  in  Jackson  by  Tulane  Medical 
Alumni  at  which  Tulane  chancellor  Dr.  John  J. 
Walsh  spoke. 

J.  O.  Wood  of  McComb  announces  the  associa- 
tion of  Mitch  Massey  for  the  practice  of  radiol- 
ogy and  nuclear  medicine  in  Tylertown  and  Mc- 
Comb. Their  office  is  located  at  225  N.  Front 
Street  in  McComb. 

Medico-Legal  Briefs 

LAETRILE  BANNED  FROM 
INTERSTATE  COMMERCE 

A number  of  Mississippi  physicians  have  re- 
cently contacted  the  state  medical  association  of- 
fice in  regard  to  questions  they  have  received 
from  their  patients  concerning  the  treatment  of 
cancer  with  Laetrile. 

Laetrile,  a compound  consisting  principally  of 
amygdalin,  a glucoside  obtained  from  peach  and 
apricot  kernels,  has  been  offered  through  various 
channels  in  the  United  States  and  Canada  for  the 
alleged  control  and  treatment  of  cancer.  Leading 
scientific  and  government  sources  have  pro- 
nounced the  treatment  to  be  worthless  and  Lae- 
trile is  now  contraband  in  interstate  commerce. 

The  American  Cancer  Society  reported  in 
1963:  . . After  careful  study  of  the  literature 

and  other  information  available  to  it,  the  Ameri- 
can Cancer  Society  has  found  no  acceptable  evi- 
dence that  treatment  with  Laetrile  results  in  any 
objective  benefit  in  the  treatment  of  cancer.  . . .” 

The  Food  and  Drug  Administration  states  that 
it  “has  seen  no  competent,  scientific  evidence  that 
Laetrile  is  effective  for  the  treatment  of  cancer.” 
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MEDICO-LEGAL  / Continued 

Advocates  of  the  Laetrile  treatment  claim  that 
when  amygdalin  comes  in  contact  with  beta  glu- 
curonidase, an  enzyme  occurring  in  malignant 
tissues,  a chemical  reaction  takes  place  that  pro- 
duces hydrogen  cyanide.  Advocates  of  the  treat- 
ment state  that  the  hydrogen  cyanide  thus  formed 
prevents  respiration  of  the  malignant  tissue  and 
thus  kills  it,  while  normal  tissues  remain  unaffect- 
ed. They  claim  also  that  a deficiency  of  “Vitamin 
B,.,H8”  (pangametin)  and/or  a deficiency  of  chy- 
motrypsin,  an  enzyme  secreted  by  the  pancreas, 
are  contributory  factors  in  cancer. 

Dr.  E.  T.  Krebs,  a leading  exponent  of  Laetrile, 
is  co-author  of  a paper  which  states  that  it  is 
“possible  to  double  the  number  of  recoveries  of 
cancer,  when  Laetrile  and  chymotrypsin  are  given 
with  Vitamin  B15H8.”  These  theories  stem  from 
the  writings  of  John  Beard,  a Scottish  zoologist, 
who  published  in  1902  his  belief  that  cancer  cells 
are  identical  with  the  trophoblast  cells  that  are 
produced  in  the  body  in  the  womb  at  an  early 
stage  of  pregnancy.  These  cells,  Beard  alleged,  are 
normally  killed  by  pancreatic  chymotrypsin,  but 
a deficiency  of  this  enzyme  in  the  body  will  per- 
mit them  to  spread  and  become  cancer. 

The  theory  of  the  Laetrile  treatment  has  been 
labeled  invalid  by  competent  researchers.  Dr. 
Jesse  P.  Greenstein,  late  chief  of  the  biochemistry 
laboratory  of  the  National  Cancer  Institute,  stated 
that  the  enzyme  beta  glucuronidase,  alleged  by 
Laetrile  advocates  to  be  concentrated  in  malig- 
nant tissues,  is  actually  much  more  concentrated 
in  the  normal  spleen  and  liver. 

Four  Canadian  researchers,  in  a study  pub- 
lished in  the  Canadian  Medical  Association  Jour- 
nal, May  15,  1965,  reported  that  Laetrile  had  no 
significant  effect  on  respiration  of  malignant  tis- 
sues. 

In  addition  to  Dr.  E.  T.  Krebs,  other  advocates 
and  publicizers  of  the  Beard  theories  and/or  the 
Laetrile  treatment  have  included:  Dr.  Krebs’  son, 
E.  T.  Krebs,  Jr.,  a biochemist;  the  John  Beard 
Memorial  Foundation,  San  Francisco,  Calif.,  de- 
scribed by  the  Food  and  Drug  Administration  as 
an  “association”  between  Dr.  Krebs  and  his  son; 
Howard  H.  Beard,  Ph.D.,  director  of  the  Beard 
Biochemical  Laboratory,  Fort  Worth,  Tex.;  and 
the  McNaughton  Foundation,  Montreal,  Canada. 

The  Laetrile  treatment  has  received  substantial 
public  notice  through  a series  of  magazine  articles 
written  by  Glenn  D.  Kittler,  and  a book,  “Lae- 
trile: Control  for  Cancer”  by  the  same  author, 
which  is  sold  in  a paperback  edition. 

In  November  1961,  E.  T.  Krebs,  Jr.,  and  the 
John  Beard  Memorial  Foundation  were  indicted 


in  San  Francisco  Federal  Court  for  shipping  in 
interstate  commerce  a misbranded  drug,  “pan- 
gamic  acid,  or  Vitamin  B]5”  that  had  not  been 
cleared  by  the  FDA.  Krebs  and  the  foundation 
pleaded  guilty,  and  on  May  5,  1962,  were  fined 
a total  of  $3,755.  Krebs  was  placed  on  probation 
for  three  years;  one  of  the  conditions  of  the  pro- 
bation was  that  neither  he  nor  the  foundation 
would  make  any  interstate  shipments  of  any  new 
drug,  including  Laetrile,  without  an  FDA-ap- 
proved New  Drug  Application. 

In  1963,  E.  T.  Krebs,  Jr.,  filed  a New  Drug 
Application  with  the  Food  and  Drug  Administra- 
tion for  Laetrile.  The  application  was  denied  by 
the  FDA  because  “the  data  submitted  were  incon- 
clusive and  insufficient  to  demonstrate  either  ef- 
ficacy or  safety.” 

In  Canada,  the  McNaughton  Foundation  began 
to  distribute  Laetrile  to  physicians,  but  was  pro- 
hibited from  continuing  such  distribution  by  the 
Canadian  Food  and  Drug  Directorate.  The  Di- 
rectorate contended  that  Laetrile  was  dangerous 
and  did  not  meet  the  legal  requirements  for  proof 
of  efficacy  and  safety.  In  April  1964,  the  founda- 
tion secured  a temporary  injunction  against  en- 
forcement of  the  CFDD’s  ruling,  but  in  July, 
1964,  a Superior  Court  judge  in  Montreal  lifted 
the  injunction  and  upheld  the  right  of  Canadian 
food  and  drug  officials  to  prohibit  distribution  of 
the  drug.  The  effect  of  this  ruling  was  to  reinstate 
the  Food  and  Drug  Directorate’s  ban  on  distribu- 
tion of  Laetrile  in  Canada. 

At  this  date,  Laetrile  is  therefore  contraband 
both  in  Canada  and  in  interstate  commerce  in  the 
United  States. 

PHYSICIAN  LIABLE  FOR  SIGNING 
FALSE  COMMITMENT  ORDER 

A physician  who  signed  an  order  committing  a 
man  to  a hospital  without  ever  seeing  the  man 
was  liable  for  damages  when  the  man  was  later 
arrested  because  of  a letter  to  the  local  sheriff 
based  on  the  physician’s  order,  a Louisiana  ap- 
pellate court  ruled. 

After  his  wife  signed  a statement  saying  her 
husband  was  “mentally  deranged,”  the  man  was 
detained  in  the  hospital.  His  detention  was  based 
on  an  emergency  detention  form  executed  by  the 
coroner.  A local  statute  empowered  the  coroner  to 
authorize  an  emergency  detention  for  up  to  30 
days  without  a valid  commitment  order.  The  phy- 
sician signed  the  coroner’s  commitment  order  as 
examining  physician,  even  though  he  had  never 
seen  or  examined  the  man. 

Within  30  days  the  man  was  released  from  the 
hospital.  Several  weeks  later  he  was  arrested  by 
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the  sheriff,  who  was  acting  on  the  basis  of  a letter 
from  the  hospital  director.  The  director  stated  that 
the  man  was  on  a coroner's  commitment  signed  by 
the  physician  and  should  be  returned  to  the  hos- 
pital. This  letter  was  written  after  the  coroner’s 
emergency  detention  order  had  expired. 

An  action  was  brought  against  the  physician 
for  damages  sustained  because  of  his  falsely  sign- 
ing the  coroner’s  commitment  order.  The  man’s 
confinement  was  caused  solely  by  the  coroner’s 


emergency  detention  form,  the  trial  court  said  in 
ruling  for  the  physician. 

However,  on  appeal,  the  appellate  court  ruled 
that,  although  the  original  confinement  was  au- 
thorized, his  later  arrest  and  detention  were  the 
result  of  the  hospital  director’s  reliance  on  the 
falsely  signed  commitment  order.  The  court  ren- 
dered judgment  of  $3,500  for  the  man’s  wrongful 
commitment. — Keating  v.  Keller,  242  So. 2d  892 
(La.Ct.  of  App.,  Dec.  21,  1970;  rehearing  denied, 
Feb.  5,  1971) 


SCHEDULE  OF  UPCOMING 
NCME  PROGRAMS 

Here  are  the  playing  dates  and  upcoming 
programs  to  be  distributed  by  The  Network  for 
Continuing  Medical  Education  (NCME) : 

Dec.  3-  Emergency  Closed  Tube  Thora- 

Dec.  1 6 costomy,  produced  by  the  Center 

for  Continuing  Medical  Educa- 
tion, Ohio  State  University  Col- 
lege of  Medicine  in  Columbus, 
Ohio. 

Diagnosing  and  Treating  Stra- 
bismus, with  Virginia  Lubkin, 
M.D.,  Ophthalmologist  and  Clin- 
ical Assistant  Professor  of  Oph- 
thalmology at  Mt.  Sinai  School 
of  Medicine  in  New  York  City. 

Drug  Interaction:  The  Case  of 
the  Pushy  Antibiotic,  with  Har- 
old C.  Neu,  M.D.,  Chief,  Infec- 
tious Diseases,  Columbia  Univer- 
sity College  of  Physicians  and 
Surgeons,  New  York. 

Dec.  17-  Diagnostic  Thoracentesis — Prin- 
Dec.  30  ciples  I Methods,  produced  by 
the  Center  for  Continuing  Medi- 
cal Education,  Ohio  State  Uni- 
versity College  of  Medicine,  Co- 
lumbus, Ohio. 

Lymphangiography  in  Diagnosis 
and  Therapy,  with  Robin  Caird 
Watson,  M.D.,  Chairman,  De- 
partment of  Diagnostic  Radiolo- 
gy, Memorial  Sloan-Kettering 
Cancer  Center,  and  Associate 
Professor  of  Radiology,  Cornell 


University  Medical  Center,  New 
York. 

Diagnosing  Common  Eye  In- 
flammations, with  Virginia  Lub- 
kin, M.D.,  Ophthalmologist  and 
Clinical  Assistant  Professor  of 
Ophthalmology  at  Mt.  Sinai 
School  of  Medicine,  New  York. 

Dec.  31-  The  Exercise  Prescription,  with 

Jan.  13  Nanette  K.  Wenger,  M.D.,  Pro- 

fessor of  Medicine,  Division  of 
Cardiology  at  Emory  University 
School  of  Medicine,  and  Direc- 
tor of  Cardiac  Clinics  and  Pro- 
gram for  Cardiac  Evaluation  and 
Medical  and  Vocational  Reha- 
bilitation at  Grady  Memorial 
Hospital,  Atlanta,  Georgia;  and 
William  L.  Haskell,  M.D.,  Physi- 
ologist, Stanford  University  Med- 
ical School  Heart  Disease  Pre- 
vention Program,  Co-director, 
University  of  Stanford  Cardiac 
Rehabilitation  Program,  Palo  Al- 
to, California. 

Skylab:  Clinic  in  Orbit,  with 
Captain  Joseph  P.  Kerwin,  M.D., 
U.  S.  N.,  from  NASA  headquar- 
ters, Houston,  Texas. 

Office  Tests  to  Confirm  Chronic 
Obstructive  Lung  Disease,  with 
Spencer  Koerner,  M.D.,  Chief, 
Pulmonary  Medicine,  Montefiore 
Hospital  and  Medical  Center, 
New  York. 

For  more  information  about  NCME,  write 
The  Network  for  Continuing  Medical  Educa- 
tion, 15  Columbus  Circle,  New  York,  N.  Y. 
10023. 
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Gantanol  (sulfamethoxazole)  and  th< 


0.1  M.I.C. 
for  three  hours 

Similar  elongations 
occur  regardless  of 
antibacterial  used. 


1.0  M.I.C. 
for  three  hours 

Similar  midcell 
defects  seen  with 
increased  antibac- 
terial concentrations. 


10  M.I.C. 
for  three  hours 

Similar  spheroplast- 
like  forms  appear 
with  high 
concentrations  of 
the  antibacterials. 


The  Scanning  Electron  Microscope  (SEM)  reveals  the  effect 


The  in  vitro  experiment.  These  SEM  photomicro- 
graphs were  taken  as  part  of  a study  exploring  the 
effects  of  various  antibacterials  with  different  modes 
of  action  on  the  surface  morphology  of  bacteria. 

The  scanning  electron  microscope  was  used  because 
of  its  ability  to  show  three-dimensional  views  of 
organisms,  enabling  better  definition  and  apprecia- 
tion of  surface  morphology. 

For  this  portion  of  the  experiment,  E.  coli  were 
exposed  to  the  following  agents:  sulfamethoxazole, 
a chemical  drug  which  acts  by  interference  with  para- 


aminobenzoic  acid  utilization;  tetracycline,  which  inter- 
feres with  intracellular  protein  synthesis;  and  cepha- 
lothin  and  ampicillin,  which  are  cell-wall-active  drugs. 

Strains  of  E.  coli,  each  susceptible  to  the  respective 
antibacterials,  were  exposed  for  15,  30,  60,  120  and 
1 80  minutes  and  1 8 hours  to  several  concentrations 
of  each  agent. 

Following  the  1 80-minute  or  three-hour  exposures 
to  the  antibacterials  at  0.1  M.I.C.,  1.0  M.I.C.  and 
10  M.I.C.,  photoscans  of  the  E.  coli  were  taken.  As 
shown  above,  regardless  of  the  antibacterial  agent 
used  or  its  mode  of  action,  the  changes  in  surface 
morphology  were  remarkably  similar . . . elongation 
at  low  drug  concentrations,  midcell  defects  at  higher 


:li  nical  practice 


Enterobacter  sp.— Gram  stain  showing  characteristic 
gram-negative  rod 


Proteus  mirabilis— Flagella  stain 


I Your  option:  tablets  or  suspension 

Gantanol  Tablets  or  the  pleasant-tasting,  cherry-flavored  Suspension  can  provide  dependable 
antibacterial  activity  to  control  susceptible  nonobstructed  cystitis  and  pyelonephritis.  Sympto- 
matic improvement  usually  may  be  expected  to  begin  within  24  to  48  hours.  Usual  precautions 
with  sulfonamide  therapy  should  be  observed,  including  adequate  fluid  intake.  Gantanol  is 
generally  well  tolerated,  with  relative  freedom  from  complications;  the  most  common  side  effects 
are  nausea,  vomiting  and  diarrhea.  Frequent  c.b.c.’s  and  urinalyses  with  microscopic  examina- 
tion are  recommended  during  therapy. 

:J;Data  on  file,  Hoffmann-La  Roche  Inc.,  Nutley,  N.J. 


In  nonobstructed  cystitis  due  to  susceptible  organisms 

Gantanol  b i d. 

(sulfamethoxazole) 

Basic  therapy 


binemia);  allergic  reactions  (erythema  multiforme,  skin 
eruptions,  epidermal  necrolysis,  urticaria,  serum  sickness, 
pruritus,  exfoliative  dermatitis,  anaphylactoid  reactions, 
periorbital  edema,  conjunctival  and  scleral  injection,  pho- 
tosensitization, arthralgia  and  allergic  myocarditis);  gastro- 
intestinal reactions  (nausea,  emesis,  abdominal  pains, 
hepatitis,  diarrhea,  anorexia,  pancreatitis  and  stomatitis); 
CNS  reactions  (headache,  peripheral  neuritis,  mental  de- 
pression, convulsions,  ataxia,  hallucinations,  tinnitus,  ver- 
tigo and  insomnia);  miscellaneous  reactions  (drug  fever, 
chills,  toxic  nephrosis  with  oliguria  and  anuria,  periarteritis 
nodosa  and  L.  E.  phenomenon).  Due  to  certain  chemical 
similarities  with  some  goitrogens,  diuretics  (acetazolamide, 
thiazides)  and  oral  hypoglycemic  agents,  sulfonamides 
have  caused  rare  instances  of  goiter  production,  diuresis 
and  hypoglycemia  as  well  as  thyroid  malignancies  in  rats 
following  long-term  administration.  Cross-sensitivity  with 
these  agents  may  exist. 


Dosage:  Systemic  sulfonamides  are  contraindicated  in 
infants  under  2 months  of  age  (except  adjunctively  with 
pyrimethamine  in  congenital  toxoplasmosis). 

Usual  adult  dosage:  2 Gm  (4  tabs  or  teasp.)  initially, 
then  1 Gm  b.i.d  or  t.i.d.  depending  on  severity  of  infection. 

Usual  child's  dosage:  0.5  Gm  (1  tab  or  teasp.)/ 20  lbs 
of  body  weight  initially,  then  0.25  Gm/20  lbs  b.i.d.  Maxi- 
mum dose  should  not  exceed  75  mg/ kg/ 24  hrs. 

Supplied:  Tablets,  0.5  Gm  sulfamethoxazole;  Suspen- 
sion, 0.5  Gm  sulfamethoxazole/ teaspoonful. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N.J.  07110 


SBH  Announces 
Reorganization  Plan 

State  Health  Officer,  Dr.  Alton  B.  Cobb,  has 
announced  that  the  Mississippi  State  Board  of 
Health  will  undertake  an  extensive  reorganization 
of  its  programs  and  departments  based  upon  a 
plan  for  major  reorganization  of  the  agency  ap- 
proved by  the  State  Board  of  Health  at  a recent 
meeting. 

Under  the  two-phase  plan,  the  department  will 
first  realign  and  consolidate  existing  programs. 
The  present  13  major  divisions  of  the  department 
with  their  32  programs  will  be  consolidated  into 
eight  single  purpose  bureaus  with  clearly  defined 
roles  and  responsibilities.  This  phase  of  reorgani- 
zation will  become  effective  immediately. 

The  second  phase  of  the  department’s  reorga- 
nization, which  is  the  most  extensive,  will  require 
three  years  and  fiscal  support  from  the  1974  Reg- 
ular Session  of  the  Mississippi  Legislature.  This 
phase  will  establish  district-multicounty  levels  for 
planning  and  delivering  services  provided  by  the 
State  Board  of  Health.  The  new  State  Board  of 
Health  districts  will  coincide  with  present  EDA 
Planning  and  Development  Districts. 

The  proposed  reorganization  plan  reflects  the 
input  and  thinking  of  persons  both  within  and 
outside  the  State  Board  of  Health  and  provides 
for  implementation  of  many  of  the  recommenda- 
tions relating  to  improved  local  health  services 
which  were  set  forth  in  the  Peat,  Marwick,  and 
Mitchell  health  agency  study  conducted  for  the 
Governor’s  Office  of  Comprehensive  Health  Plan- 
ning in  1970  as  well  as  other  studies  dealing 
with  state  government  organization  and  adminis- 
tration. Dr.  Cobb  served  as  director  of  the  Office 
of  Comprehensive  Health  Planning  during  the 
1970  study. 
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Rondomycin 

(methacyeline  HCI) 


CONTRAINDICATIONS:  Hypersensitivity  to  any  of  the  tetracyclines. 

WARNINGS:  Tetracycline  usage  during  tooth  development  (last  half  of  pregnancy  to  eight 
years)  may  cause  permanent  tooth  discoloration  (yellow-gray-brown),  which  is  more 
common  during  long-term  use  but  has  occurred  after  repeated  short-term  courses. 
Enamel  hypoplasia  has  also  been  reported  Tetracyclines  should  not  be  used  in  this  age 
group  unless  other  drugs  are  not  likely  to  be  effective  or  are  contraindicated. 
Usage  in  pregnancy.  (See  above  WARNINGS  about  use  during  tooth  development ) 
Animal  studies  indicate  that  tetracyclines  cross  the  placenta  and  can  be  toxic  to  the  de- 
veloping fetus  (often  related  to  retardation  of  skeletal  development).  Embryotoxicity  has 
also  been  noted  in  animals  treated  early  in  pregnancy. 

Usage  in  newborns,  inlants,  and  children.  (See  above  WARNINGS  about  use  during 

tooth  development.) 

All  tetracyclines  form  a stable  calcium  complex  in  any  bone-forming  tissue.  A decrease 
in  fibula  growth  rate  observed  in  prematures  given  oral  tetracycline  25  mg/kg  every  6 
hours  was  reversible  when  drug  was  discontinued 
Tetracyclines  are  present  in  milk  of  lactatmg  women  taking  tetracyclines 
To  avoid  excess  systemic  accumulation  and  liver  toxicity  in  patients  with  impaired  renal 
function,  reduce  usual  total  dosage  and.  if  therapy  is  prolonged,  consider  serum  level  de- 
terminations of  drug.  The  anti-anabolic  action  of  tetracyclines  may  increase  BUN  While 
not  a problem  in  normal  renal  function,  in  patients  with  significantly  impaired  function, 
higher  tetracycline  serum  levels  may  lead  to  azotemia,  hyperphosphatemia,  and  acidosis. 

Photosensitivity  manifested  by  exaggerated  sunburn  reaction  has  occurred  with  tetra- 
cyclines. Patients  apt  to  be  exposed  to  direct  sunlight  or  ultraviolet  light  should  be  so  ad- 
vised. and  treatment  should  be  discontinued  at  first  evidence  of  skin  erythema 
PRECAUTIONS:  If  superinfection  occurs  due  to  overgrowth  of  nonsusceptible  organisms, 
including  fungi,  discontinue  antibiotic  and  start  appropriate  therapy 
In  venereal  disease,  when  coexistent  syphilis  is  suspected,  perform  darkfield  exami- 
nation before  therapy,  and  serologically  test  for  syphilis  monthly  for  at  least  four  months. 

Tetracyclines  have  been  shown  to  depress  plasma  prothrombin  activity,  patients  on  an- 
ticoagulant therapy  may  require  downward  adiustment  of  their  anticoagulant  dosage. 

In  long-term  therapy,  perform  periodic  organ  system  evaluations  (including  blood, 
renal,  hepatic). 

Treat  all  Group  A beta-hemolytic  streptococcal  infections  for  at  least  10  days 
Since  bacteriostatic  drugs  may  interfere  with  the  bactericidal  action  of  penicillin,  avoid 
giving  tetracycline  with  penicillin 

AOVERSE  REACTIONS:  Gastrointestinal  (oral  and  parenteral  forms)  anorexia,  nausea, 
vomiting,  diarrhea,  glossitis,  dysphagia,  enterocolitis,  inflammatory  lesions  (with  mond- 
ial overgrowth)  in  the  anogenital  region. 

Skin:  maculopapular  and  erythematous  rashes:  exfoliative  dermatitis  (uncommon).  Pho- 
tosensitivity is  discussed  above  (See  WARNINGS) 

Renal  toxicity,  rise  in  BUN.  apparently  dose  related  (See  WARNINGS) 

Hypersensitivity:  urticaria,  angioneurotic  edema,  anaphylaxis,  anaphylactoid  purpura, 
pericarditis,  exacerbation  of  systemic  lupus  erythematosus. 

Bulging  fontanels,  reported  in  young  infants  after  full  therapeutic  dosage,  have  disap- 
peared rapidly  when  drug  was  discontinued. 

Blood:  hemolytic  anemia,  thrombocytopenia,  neutropenia,  eosinophilia 
Over  prolonged  periods,  tetracyclines  have  been  reported  to  produce  brown-black  mi- 
croscopic discoloration  of  thyroid  glands:  no  abnormalities  of  thyroid  function  studies  are 
known  to  occur. 

USUAL  DOSAGE:  Adults  - 600  mg  daily,  divided  into  two  or  four  equally  spaced  doses 
More  severe  infections:  an  initial  dose  of  300  mg  followed  by  150  mg  every  six  hours  or 
300  mg  every  12  hours.  Gonorrhea  In  uncomplicated  gonorrhea,  when  penicillin  is  con- 
traindicated. Rondomycin'  (methacyeline  HCI)  may  be  used  for  treating  both  males  and 
females  in  the  following  clinical  dosage  schedule  900  mg  initially,  followed  by  300  mg 
q.i.d.  for  a total  of  5.4  grams. 

For  treatment  of  syphilis,  when  penicillin  is  contraindicated,  a total  of  18  to  24  grams  of 
Rondomycin'  (methacyeline  HCI)  in  equally  divided  doses  over  a period  of  10-15  days 
should  be  given.  Close  follow-up,  including  laboratory  tests,  is  recommended. 

Eaton  Agent  pneumonia:  900  mg  daily  for  six  days. 

Children  - 3 to  6 mg/lb/day  divided  into  two  to  four  equally  spaced  doses. 

Therapy  should  be  continued  lor  at  least  24-48  hours  after  symptoms  and  fever  have 
subsided 

Concomitant  therapy:  Antacids  containing  aluminum,  calcium  or  magnesium  impair  ab- 
sorption and  are  contraindicated.  Food  and  some  dairy  products  also  interfere.  Give  drug 
one  hour  before  or  two  hours  after  meals.  Pediatric  oral  dosage  forms  should  not  be 
given  with  milk  formulas  and  should  be  given  at  least  one  hour  prior  to  feeding . 

In  patients  with  renal  impairment  (see  WARNINGS),  total  dosage  should  be  decreased 
by  reducing  recommended  individual  doses  or  by  extending  time  intervals  between 
doses. 

In  streptococcal  infections,  a therapeutic  dose  should  be  given  for  at  least  10  days. 
SUPPLIED  Rondomycin'  (methacyeline  HCI)  150  mg  and  300  mg  capsules:  syrup  con- 
taining 75  mg/5  cc  methacyeline  HCI. 

Before  prescribing,  consult  package  circular  or  latest  P0R  information. 

Rev.  6/73 

if  f i WALLACE  PHARMACEUTICALS 
^ CRANBURY.  NEW  JERSEY  08512 
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Mississippi  Public  Health  Association 
Holds  36th  Annual  Convention 


The  thirty-sixth  annual  convention  of  the  Mis- 
sissippi Public  Health  Association  was  held  Oct. 
17-19  in  Jackson  at  the  Heidelberg  Hotel  with 
684  public  health  workers  attending  the  three-day 
meeting. 

Presiding  over  the  convention  was  Dr.  Dur- 
ward  Blakey,  director  of  the  Preventable  Disease 
Control  Division  at  the  Mississippi  State  Board 
of  Health. 

Keynote  speakers  were  Dr.  Norman  Nelson, 
Vice  Chancellor  for  Health  Affairs  and  Dean  of 
the  School  of  Medicine  at  the  University  Medical 
Center,  and  State  Senator  Theodore  Smith  of 
Corinth.  Dr.  Nelson’s  speech  centered  around  the 
convention  theme,  “Public  Health:  The  Heart  of 
the  Community,”  and  Senator  Smith  presented 
a number  of  interesting  remarks  on  “Govern- 
mental Responsibility  for  Public  Health  Practice.” 

The  close  of  the  Wednesday  session  was  high- 
lighted by  the  presentation  of  48  service  awards 
to  public  health  employees  who  have  25,  30  and 
40  years  of  service  with  the  state  and/or  local 
health  departments.  Dr.  Alton  B.  Cobb,  in  his 
first  appearance  before  MPHA  as  Mississippi’s 
State  Health  Officer,  made  these  presentations. 

“Professional  and  Legislative  Liaison  Programs 
in  Tennessee”  was  the  topic  explored  Thursday 
morning  at  the  General  Session  when  H.  P.  Hop- 
kins, Ph.D.,  with  the  Tennessee  Department  of 
Public  Health,  talked  to  the  group.  Dr.  Hopkins 
is  Assistant  Commissioner  for  Policy  Planning  for 
the  department.  Also  on  the  program  was  Dr. 
Fred  Hering,  executive  secretary  with  the  South- 


ern Branch  of  APHA,  Birmingham,  Ala.  He  ex- 
tended “greetings  from  Southern  Branch”  and  ex- 
pressed continued  support  for  Mississippi’s  health 
programs.  On  Thursday  afternoon,  the  conven- 
tion divided  into  section  meetings  according  to 
disciplines  and  an  outstanding  array  of  speakers 
and  panel  participants  took  part  in  the  various 
sections. 

The  Friday  morning  session  heard  from  Ala- 
bama’s State  Health  Officer,  Dr.  Ira  S.  Myers, 
who  shared  ideas  and  suggestions  on  public  health 
reorganization  in  Alabama.  Following  Dr.  Myers, 
Rufus  F.  Davis,  Associate  Commissioner  for  Ad- 
ministrative Affairs,  Georgia  Department  of  Hu- 
man Resources,  presented  Georgia’s  health  re- 
organization picture.  Both  speakers’  remarks  were 
timely  due  to  the  planned  reorganization  now  un- 
derway at  the  Mississippi  State  Board  of  Health. 

At  the  close  of  the  convention  newly-elected 
officers  were  presented  to  the  session  and  installed 
by  the  outgoing  president.  Dr.  Blakey. 

They  are:  president,  Joe  Brown,  MSBH;  vice- 
president,  Dr.  Durward  Blakey,  MSBH;  presi- 
dent-elect, T.  W.  Williamson,  MSBH;  secretary, 
Leslie  Magee,  MSBH;  treasurer,  T.  W.  William- 
son, MSBH;  administrative  section  chairman, 
Terry  Beck,  MSBH;  community  health  services 
chairman,  Richard  Barba,  Jackson;  clerical  sec- 
tion chairman,  Mrs.  Nina  Bouler,  Washington 
County  Health  Department;  sanitation  section 
chairman,  Leland  May,  MSBH;  public  health 
nursing  section  chairman.  Miss  Martha  Campbell, 
MSBH. 
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New  officers  of  the  Mississippi  Public  Health  As- 
sociation are  from  left,  seated:  Mrs.  Nina  Bottler, 
Washington  County  Health  Department,  clerical  sec- 
tion chairman;  Joe  Brown,  MSBH,  president;  Miss 
Martha  Campbell,  MSBH,  public  health  nursing  sec- 
tion chairman;  standing  from  left:  Terry  Beck, 


MSBH,  administrative  section  chairman;  Richard 
Barba  of  Jackson,  community  health  services  section 
chairman;  Leland  May,  MSBH,  sanitation  section 
chairman;  Dr.  Durward  Blakey,  MSBH,  vice  presi- 
dent; T.  W . Williamson,  MSBH.  treasurer  and  pres- 
ident-elect; and  Leslie  Magee,  MSBH,  secretary. 


Dr.  R.  J.  Field  Named 
ACS  Governor  for  State 

Three  officers  and  54  new  members  of  the 
Board  of  Governors  of  the  American  College  of 
Surgeons  were  elected  at  the  recent  annual  Clin- 
ical Congress  of  the  college  held  in  Chicago, 
bringing  the  total  number  of  governors  to  194. 
The  new  ACS  governor  for  Mississippi  is  Dr. 
Richard  J.  Field,  Jr.,  of  Centreville. 

Attendance  at  this  world's  largest  meeting  of 
surgeons  was  16,723,  with  physicians’  registra- 
tion 10,073. 

Dr.  Robert  C.  Hickey,  Houston,  and  Dr.  David 
C.  Sabiston,  Jr.,  Durham,  N.  C.,  were  elected 
chairman  and  vice-chairman,  respectively,  of  the 
Board  of  Governors.  Dr.  Luis  F.  Sala,  Ponce, 
Puerto  Rico,  was  elected  secretary,  replacing  Dr. 
Sabiston. 

Also  elected  to  the  executive  committee  was 
Dr.  Donald  M.  Gallagher,  San  Francisco,  Dr. 
Franklin  L.  Shively,  Jr.,  Dayton,  Ohio,  and  Dr. 


Colin  Campbell  Ferguson,  Winnipeg,  Canada. 

Governors  act  as  communication  links  between 
the  35,000  Fellows  (members)  of  the  college,  80 
chapters,  specialty  societies,  Regents  (the  19- 
member  policy-making  body  of  the  college)  and 
headquarters  staff.  They  represent  each  state  in 
the  United  States,  each  Province  of  Canada,  any 
country  with  more  than  15  Fellows,  52  related 
surgical  associations  and  societies,  and  the  federal 
medical  services. 

Governors  serve  a three-year  term,  and  may 
not  serve  more  than  two  terms  in  succession. 

President  of  the  college  is  Dr.  Claude  E. 
Welch,  Boston;  Dr.  Frank  E.  Stinchfield,  New 
York,  is  chairman  of  the  Board  of  Regents.  Dr. 
C.  Rollins  Hanlon,  Chicago,  is  director. 

Medical  Center  Names 
New  Associate  Deans 

Two  associate  deans  have  been  named  at  the 
University  of  Mississippi  School  of  Medicine.  Dr. 
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Henry  A.  Thiede  and  Dr.  Carl  G.  Evers  are  the 
new  appointees  at  the  University  Medical  Center, 
according  to  vice  chancellor  Dr.  Norman  Nelson. 
An  increase  in  enrollment  of  almost  50  per  cent 
over  the  past  five  years  brought  about  the  need 
for  the  two  new  positions. 

Dr.  Thiede,  assistant  dean  and  chairman  of  the 
Department  of  Obstetrics  and  Gynecology,  is  the 
new  associate  dean  for  academic  affairs.  Dr. 
Evers,  associate  professor  of  pathology,  is  assum- 
ing duties  of  associate  dean  for  student  affairs. 

Dr.  Thiede  came  to  the  University  Medical 
Center  from  the  University  of  Rochester  School 
of  Medicine  where  he  taught  1 1 years  in  the  ob- 
stetrics and  gynecology  department.  He  has  been 
professor  and  chairman  of  the  Medical  Center’s 
department  since  he  came  to  Jackson  in  1967.  He 
has  also  served  as  an  assistant  dean  since  1970. 

The  new  associate  dean  is  a fellow  of  the 
American  College  of  Obstetrics  and  Gynecology 
and  a member  of  Sigma  Xi  and  the  Society  for 
Gynecologic  Investigation. 

Dr.  Evers,  a native  of  Minnesota,  has  taught 
in  the  Medical  Center’s  pathology  department 
since  1964.  A graduate  of  Mankato  College,  he 
received  his  M.D.  degree  from  the  University  of 
Minnesota  Medical  School. 

Dr.  Evers  came  to  the  University  Medical  Cen- 


Dr.  Carl  G.  Evers,  left,  and  Dr.  Henry  A.  Thiede, 
right,  are  new  associate  deans  at  the  University 
Medical  Center.  Dr.  Evers  is  associate  dean  for  stu- 
dent affairs;  Dr.  Thiede  is  the  new  associate  dean 
for  academic  affairs. 


ter  in  1959  for  his  internship  and  residency.  He 
is  a member  of  the  International  Academy  of  Pa- 
thology and  the  American  Association  for  Ad- 
vancement of  Science. 


Sirs:  I am  currently  editing  three  books,  i.e.,  the 
prevention  and  treatment  of  the  medical  prob- 
lems of  golfers,  the  prevention  and  treatment  of 
the  medical  problems  of  swimmers  and  the  pre- 
vention and  treatment  of  sports  medical  problems 
in  general.  They  are  to  be  written  by  physicians 
for  the  sports  minded  laymen.  1 would  appreciate 
hearing  from  anyone  wishing  to  contribute  a 
chapter  to  any  and/or  all  of  these  books  or  who 
would  be  able  to  suggest  someone  to  contribute 
chapters  to  these  books. 

Claude  A.  Frazier,  M.D. 

4-C  Doctors’  Park 

Asheville,  N.  C.  28801 

Sirs:  On  Friday,  Sept.  14,  1973,  a family  of  sev- 
en from  Hinds  County  was  taken  to  a local  hos- 
pital by  ambulance  after  being  found  unconscious 
by  a relative.  The  family  had  been  well  until  an 
evening  one  week  previously  when  they  first  noted 
that  the  entire  family  had  headaches.  They  con- 
tinued to  feel  unwell  until  the  next  day  when  their 
symptoms  abated  during  the  course  of  their  nor- 
mal daily  activities.  The  following  evening  the 
same  symptoms — lassitude,  headache  and  malaise 
— recurred  and  several  children  experienced  nau- 
sea and  vomiting.  Once  again  the  symptoms  abat- 
ed during  the  day  and  recurred  at  night.  The  fol- 
lowing evening  two  family  members  consulted  a 
physician  who  noted  fever  (101°-102  F.)  and 

prescribed  symptomatic  treatment  for  their  pre- 
senting complaints  of  malaise,  nausea  and  vomit- 
ing. The  following  evening  the  entire  family  again 
noted  headache,  malaise  and  intermittent  nausea 
and  vomiting,  and  later  the  same  night — dizziness 
and  syncope.  The  following  morning  the  entire 
family  remained  at  home.  Later  that  afternoon 
they  were  found  by  a relative  to  be  unconscious 
and  were  rushed  to  a nearby  hospital. 

In  the  emergency  room  the  entire  family  was 
found  to  be  stuporous  and  febrile  (see  Table  1). 
Several  children  were  noted  to  have  flushed  skin 
color.  Two  family  members  were  given  nasal  oxy- 
gen and  all  had  normal  chest  x-rays.  All  seven 
family  members  were  admitted  for  observation 
after  a diagnosis  of  carbon  monoxide  poisoning 


DECEMBER  1973 


561 


LETTERS  / Continued 

was  made.  The  following  morning  they  were 
afebrile,  completely  recovered,  and  were  dis- 
charged. (Reported  by:  J.  Dan  Mitchell,  M.D., 
Jackson,  Robert  B.  Ireland,  M.D.,  Clinton,  Eric 
McVey,  M.D.,  director,  Hinds  County  Health 
Department  and  Hinds  County  Sanitation  Depart- 
ment, and  Arthur  Hume,  associate  professor  of 
pharmacology  and  toxicology,  University  Medical 
Center. ) 

Representatives  from  the  Hinds  County  Health 
Department  and  a local  utility  company  visited 
the  home  of  the  family  and  found  both  a leaking 
hot  water  faucet  and  an  improperly  vented  gas 
hot  water  heater.  The  leaking  faucet  was  thought 
to  have  caused  the  hot  water  heater  to  operate 
continually.  Carbon  monoxide  (CO)  levels  were 
measured  (after  the  house  had  been  ventilated  by 
open  doors  and  windows  for  several  hours)  and 
found  to  be  markedly  elevated  (0.1  volume  per 
cent  or  1000PPM).  Carboxyhemoglobin  levels 
were  measured  on  blood  obtained  in  the  emergen- 
cy room  by  the  toxicology  department  at  the  Uni- 
versity Medical  Center  (see  Table  1)  and  were 
elevated  in  every  instance. 

TABLE  1 

LABORATORY  FINDINGS  IN  FAMILY  MEMBERS 
WITH  CO  POISONING 


Family  Member 

Co 

T emperature  U pi 
Admission  (F) 

WBC 

Urinalysis 

COHb  Level 
(Per  Cent) 

1 

12 

101 

10600 

3+  protein 

15.0 

10-15  WBC/HPF 

Trace  glucose 

2 

36 

101 

7200 

Normal 

18.6 

3 

11 

1020 

7600 

Normal 

18.5 

4 

14 

10U 

8900 

Normal 

17.0 

5 

40 

1026 

10900 

1-2  RBC/HPF 

19.0 

4-6  WBC/HPF 

6 

17 

lOO^ 

10400 

Trace  glucose 

17.0 

7 

15 

101 

12600 

Normal 

20.0 

It  is  generally  not  appreciated  that  carbon 
monoxide  poisoning  can  produce  fever,  leukocy- 
tosis, and  an  abnormal  urinary  sediment.  A diag- 


nosis of  carbon  monoxide  poisoning  was  not  ini- 
tially considered  when  several  family  members 
presented  with  gastrointestinal  complaints  and 
fever.  Only  when  mental  changes  occurred  several 
days  later  and  several  children  were  noted  to  have 
a slightly  flushed  appearance  did  the  diagnosis  be- 
come apparent. 

The  usual  signs  and  symptoms  of  carbon  mon- 
oxide poisoning  are  those  characteristic  of  hy- 
poxia and  correlate  well  with  the  COHb  content 
of  blood.1  Early  symptoms  of  toxicity  include 
headache,  weakness,  dizziness,  dimness  of  vision, 
nausea,  vomiting  and  syncope.  Symptoms  such 
as  coma,  intermittent  convulsions  and  Cheyne- 
Stokes  respirations  usually  occur  with  COHb  lev- 
els greater  than  50  per  cent.  Death  can  occur 
with  COHb  levels  from  60  to  80  per  cent.1 

Rarer  clinical  findings  include  skin  lesions,  ex- 
cessive sweating,  hepatomegaly,  hemorrhage,  leu- 
kocytosis, albuminuria,  glucosuria  and  an  abnor- 
mal urine  sediment.  Meigs  and  Hughes  found 
that  17  of  105  patients  with  CO  poisoning  had 
temperatures  of  102°  F.  or  greater.2  Alternately, 
British  physicians  in  World  War  I reported  that 
CO  initially  caused  a depression  of  body  temper- 
ature associated  with  sensations  of  chilliness.  Lat- 
er, as  recovery  occurred,  temperatures  as  high  as 
104°  F.  were  recorded  and  in  some  cases  pyrexia 
lasted  up  to  several  days  after  terminating  expo- 
sure to  CO.3  Finck  noted  fever  in  14  of  37  cases 
of  CO  poisoning.  A temperature  of  108°  F.  was 
found  in  one  case  just  prior  to  death.4 

The  source  of  CO  in  the  household  of  the  af- 
fected family  was  thought  to  be  fumes  derived 
from  combustion  of  natural  gas  in  an  improperly 
vented  water  heater  and  not  from  leaking  un- 
burned natural  gas.  In  the  United  States  natural 
gas  does  not  contain  CO.4 

Durward  L.  Blakey,  M.D. 
Director,  Division  of 
Preventable  Disease  Control 
State  Board  of  Health 
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Woman’s  Auxiliary 
to  the  Mississippi  State 
Medical  Association 


A CHRISTMAS  THOUGHT  . . . 

Each  year  I learn  a little  more  of  love, 

Its  joys,  sorrows,  trials,  ecstasies. 

From  day  to  day  I chance  upon  its  friends 
And  likewise  do  I meet  its  enemies. 

Sometimes  without,  sometimes  within  my  heart 
Temptations  come  to  taunt,  to  bite  and  sting. 

But  ever  soothing  is  the  Voice  that  says: 

Love  is  a giving,  not  a getting  thing. 

And  who  can  take  away  a love  which  I 
Am  glad  to  give,  that  like  the  oil  and  meal 
Is  constantly  replenished  by  that  Source 
That  keeps  it  ever  flowing,  pure  and  real? 

— Evelyn  H.  Pendley.  Rome,  Georgia  (a  doctor’s  wife) 

A NEW  WISH  FOR  YOU  . . . 

I sing  a song  to  pioneers  of  peace, 

A New  Year  song  to  you  who  dare  to  dream 
Of  dawning  days  when  crimson  war  shall  cease 
And  beacon  lights  of  right  again  shall  gleam. 

Beneath  the  breast  of  you  who  live  to  heal, 

No  passive  spirit  quails  in  dire  dismay. 

True  patriots,  true  democrats,  you  feel 
The  romance  of  your  calling,  day  by  day. 

God  give  you  courage  for  your  task  in  hand. 

God  shield  you  from  the  tyranny  of  State. 

As  sturdy  individuals  may  you  stand 

For  those  proud  principles  which  made  you  great. 

Be  still  a boon  to  those  who  suffer  pain. 

Give  hope  and  comfort  where  the  way  seems  dark. 

Be  men  of  God  in  body,  heart  and  brain, 

The  kind  of  men  mankind  delights  to  mark. 

I sing  a song  to  pioneers  of  peace 

A New  Year  song  to  pulse  from  soul  to  soul. 

Of  wisdom  Heaven  give  you  high  increase 

And  strength,  at  length,  to  gain  your  dearest  goal. 

— David  E.  Guyton  (Written  by  request  for 
The  Mississippi  Doctor,  January,  1941) 

Jane  Preston 

(Mrs.  William  H.  Preston,  Jr.) 
President,  Woman’s  Auxiliary 
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Russian  Physician 
Visits  Medical  Center 


Dr.  Valeriy  I.  Schumakov.  at  left,  who  heads  the 
department  of  transplantation  and  artificial  organs 
at  the  Research  Institute  of  Clinical  and  Experi- 
mental Surgery  in  Moscow,  was  at  the  University 
of  Mississippi  Medical  Center  for  conferences  with 
Dr.  Tetsuzo  Akutsu,  right,  professor  of  surgery 
(research)  in  November.  The  two  are  among  the 
world's  principal  researchers  on  the  total  artificial 
heart.  Dr.  Akutsu  and  his  team  currently  hold  the 
international  record  for  animal  survival  with  the 
manmade  device. 


Nurse  Anesthetists 
Remain  in  State 


deres,  both  of  Jackson  and  now  on  the  nurse 
anesthesia  staff  at  Hinds  General  Hospital. 

Ms.  Georgie  Coleman  heads  the  Medical  Cen- 
ter’s two-year  training  program  in  nurse  anesthe- 
sia. Instruction  includes  training  in  administration 
anesthesia  for  surgery,  including  obstetrics  and 
dentistry,  under  physician  direction.  A new  class 
is  enrolled  each  May,  and  any  registered  nurse 
may  apply  for  admission. 


MD  Card  Has 
Lifesaving  Potential 


A simple,  wallet-sized  card  with  lifesaving  po- 
tential is  now  available  to  everyone  for  less  than 
the  cost  of  some  books  on  first  aid. 

The  MD  Card,  newly  developed  by  Medical 
Identification  Systems,  Inc.,  contains  a complete 
medical  history  of  the  bearer  on  microfilm.  It  en- 
ables persons  afflicted  with  a cardiac  condition, 
allergies,  diabetes  or  other  pre-existing  medical 
problems  to  be  assured  of  proper  treatment  by 
medical  personnel  in  emergency  situations. 


EMERGENCY 


8 

1 

1 

1 

MEDICAL  HISTORY 

CARD 

JOHN  DOE 
123  Main  ^ 
City, 

# 


‘nicillin 

ALLERGY 


The  first  nurse  anesthetists  to  get  training  in 
Mississippi  are  all  practicing  in  the  state,  accord- 
ing to  Dr.  Thomas  E.  Freeland,  dean  of  the 
School  of  Health  Related  Professions  at  the  Uni- 
versity Medical  Center. 

They  have  located  in  Meridian,  Sardis,  Bran- 
don and  Jackson. 

“The  program  at  the  Medical  Center  was  es- 
tablished to  meet  Mississippi’s  need  for  nurse 
anesthetists,”  Dr.  Freeland  pointed  out,  “so  it  is 
significant  that  all  members  of  our  first  graduating 
class  elected  to  remain  in  the  state.” 

Six  were  in  the  first  graduating  class.  They  in- 
cluded Ms.  Comita  Williams  of  Meridian  and 
Ben  Jones  of  Centreville,  both  now  based  in  Me- 
ridian; Ms.  Nell  Vick  of  Charleston,  who  is  prac- 
ticing in  Sardis;  Ms.  Frenchie  Alderman  of  Jack- 
son,  now  at  Rankin  General  Hospital  in  Brandon; 
and  Ms.  Helen  McCarty  and  Ms.  Virginia  Sou- 


Data  appearing  on  the  MD  Card  is  developed 
from  information  supplied  by  the  subscriber  and 
includes  Social  Security  number,  health  and  acci- 
dent insurance  policy  data,  family  physician,  next 
of  kin,  blood  type  and  pre-existing  medical  con- 
ditions. 

This  information  is  placed  on  a microfilm  and 
laminated  into  the  card  with  the  name  and  ad- 
dress of  the  subscriber.  If  the  person  has  a pre- 
existing medical  problem,  a large  arrow  is  placed 
on  the  card  alerting  medical  personnel  to  the 
condition.  This  warning  is  designed  to  “flag 
down”  the  attention  of  doctor,  nurse  or  ambu- 
lance attendant  and  help  save  the  bearer’s  life  in 
an  emergency. 

Medical  data  contained  on  the  MD  Card’s  mi- 
crofilm can  be  read  with  a microfilm  reader,  low- 
powered  microscope  or  hand  magnifier.  Virtually 
all  hospitals  have  such  equipment  available.  In 
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the  event  that  it  is  not  available.  Medical  Identi- 
fication Systems,  Inc.,  maintains  24-hour,  7-day- 
a-week  telephone  service  to  provide  a verbal  read- 
out of  the  information  on  the  subscriber’s  medical 
history  form. 

The  MD  Card  is  available  to  individual  sub- 
scribers for  a $5.00  fee  and  there  are  lower  prices 
for  group  purchases.  In  addition  to  the  card  itself, 
the  fee  includes  the  storage  of  microfilmed  medi- 
cal data  for  an  unlimited  period.  In  the  event  of 
a lost  card  or  a change  in  the  subscriber’s  medi- 
cal history,  a new  card  is  issued  at  half  price. 
There  are  no  annual  dues. 

Heretofore,  bracelets  or  medallions  have  been 
available  to  persons  with  pre-existing  medical 
conditions  who  are  concerned  about  emergency 
medical  treatment.  However,  those  wearing  single 
purpose  bracelets  or  medallions  have  found  that 
neither  device  permits  the  inclusion  of  a complete 
medical  history  and  a number  of  wearers  find  that 
the  bracelet  and  medallion  do  not  protect  the  con- 
fidentiality of  their  medical  problems. 


Further  information  on  the  MD  Card,  includ- 
ing a Medical  History  Form,  is  available  from 
Medical  Identification  Systems,  Inc.,  880  Third 
Avenue,  New  York,  N.  Y.  10022,  (212)  867- 
8888. 

Inderal  Is  Now 
Used  in  Angina 

Inderal,  brand  of  propranolol,  a beta-adrener- 
gic blocker  that  has  been  used  extensively  for  the 
last  five  years  in  the  treatment  of  supraventricular 
arrhythmias,  is  now  being  used  very  effectively 
in  the  management  of  patients  with  moderate  to 
severe  angina  pectoris  who  have  not  responded 
to  conventional  treatment,  according  to  Ayerst 
Labs. 

In  responsive  patients,  Inderal  will  decrease 
frequency  of  anginal  attacks,  reduce  the  need  for 
nitroglycerin,  and  increase  pain-free  effort  toler- 
ance, thereby  helping  the  angina  patient  to  engage 
in  the  activities  of  daily  living. 


West  Miss.  Medical  Society  Meets 


rv  -v  -j 

cl  * f I 


Dignitaries  confer  at  the  fall  meeting  of  the  West 
Mississippi  Medical  Society  in  Vicksburg.  From  left 
are  Drs.  M.  E.  Hinman  of  Vicksburg,  secretary- 
treasurer;  Tom  H.  Mitchell  of  Vicksburg , delegate  to 
AM  A;  Arthur  A.  Derrick,  Jr.,  of  Durant,  president 
of  the  Mississippi  State  Medical  Association  and 


special  guest  of  the  society;  F.  T.  McPherson  of 
Vicksburg,  WMMS  president;  Karl  W.  Hatten  of 
Vicksburg,  program  chairman;  and  W.  R.  Gillis  of 
Jackson,  chairman  of  the  family  practice  department 
at  the  University  Medical  Center  and  guest  speaker 
for  the  evening. 
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Because  you 
practice 

medicine  in  the 
Magnolia  State... 


You  carry  one  of  the  heaviest 
patient  loads  in  the  country. 
Since  this  may  include 
a number  of  patients  with 
gastritis  and  duodenitis... 
you  should  know 
more  about  Librax® 


Helps  reduce 

anxiety-related  G.I.  symptoms 

A patient  may  blame  his  attacks  of  gastritis  or 
duodenitis  on  “something  he  ate”  but  contribut- 
ing factors  may  be  his  job, 
marital  problems,  financial 
worries  or  some  other  unmen- 
tioned source  of  stress  and 
excessive  anxiety  that 
exacerbated  the  condition. 

Whether  it  is  “something 
he  ate”  or  “something  eating  him,”  adjunctive 
Librax  can  help.  Librax  offers  both  the  antianxiety 
I action  of  Librium®  (chlordiazepoxide  HC1),  that  can 
help  relieve  excessive  anxiety,  and  the  dependable 
| anticholinergic  action  of  Quarzan®  (clidinium  Br), 

! that  can  help  reduce  gastrointestinal  hypermotility 
1 and  hypersecretion. 


Before  prescribing,  please  consult  complete  product  information, 
a summary  of  which  follows: 

Contraindications:  Patients  with  glaucoma;  prostatic  hyper- 
trophy and  benign  bladder  neck  obstruction;  known  hypersen- 
sitivity to  chlordiazepoxide  hydrochloride  and/or  clidinium 
bromide. 

Warnings:  Caution  patients  about  possible  combined  effects 
with  alcohol  and  other  CNS  depressants.  As  with  all  CNS- 
acting  drugs,  caution  patients  against  hazardous  occupations 
requiring  complete  mental  alertness  (e.g.,  operating  machinery, 
driving).  Though  physical  and  psychological  dependence  have 
rarely  been  reported  on  recommended  doses,  use  caution  in 
administering  Librium  (chlordiazepoxide  hydrochloride)  to 
known  addiction-prone  individuals  or  those  who  might  increase 
dosage;  withdrawal  symptoms  (including  convulsions),  following 
discontinuation  of  the  drug  and  similar  to  those  seen  with  bar- 
biturates, have  been  reported.  Use  of  any  drug  in  pregnancy, 
lactation,  or  in  women  of  childbearing  age  requires  that  its 
potential  benefits  be  weighed  against  its  possible  hazards.  As 
with  all  anticholinergic  drugs,  an  inhibiting  effect  on  lactation 
may  occur. 

Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest 
effective  amount  to  preclude  development  of  ataxia,  overseda- 
tion or  confusion  (not  more  than  two  capsules  per  day  initially; 
increase  gradually  as  needed  and  tolerated).  Though  generally 
not  recommended,  if  combination  therapy  with  other  psycho- 
tropics seems  indicated,  carefully  consider  individual  pharma- 
cologic effects,  particularly  in  use  of  potentiating  drugs  such  as 
MAO  inhibitors  and  phenothiazines.  Observe  usual  precautions 
in  presence  of  impaired  renal  or  hepatic  function.  Paradoxical 
reactions  (e.g.,  excitement,  stimulation  and  acute  rage)  have 
been  reported  in  psychiatric  patients.  Employ  usual  precautions 


Patient-oriented  dosage  — up  to 
8 capsules  daily  in  divided  doses 

For  optimal  response,  dosage  can  be  adjusted  to  suit 
patient  needs— 1 or  2 capsules,  3 or  4 times  a day. 

To  help  relieve 
anxiety-linked 
symptoms  in  gastritis 

and  duodenitis 

-w-  adjunctive 

Librax  ” 

Each  capsule  contains  5 mg  chlordiazepoxide  HC1 
and  2.5  mg  clidinium  Br. 


in  treatment  of  anxiety  states  with  evidence  of  impending 
depression;  suicidal  tendencies  may  be  present  and  protective 
measures  necessary.  Variable  effects  on  blood  coagulation  have 
been  reported  very  rarely  in  patients  receiving  the  drug  and  oral 
anticoagulants;  causal  relationship  has  not  been  established 
clinically. 

Adverse  Reactions:  No  side  effects  or  manifestations  not  seen 
with  either  compound  alone  have  been  reported  with  Librax. 
When  chlordiazepoxide  hydrochloride  is  used  alone,  drowsiness, 
ataxia  and  confusion  may  occur,  especially  in  the  elderly  and 
debilitated.  These  are  reversible  in  most  instances  by  proper 
dosage  adjustment,  but  are  also  occasionally  observed  at  the 
lower  dosage  ranges.  In  a few  instances  syncope  has  been 
reported.  Also  encountered  are  isolated  instances  of  skin 
eruptions,  edema,  minor  menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms,  increased  and 
decreased  libido— all  infrequent  and  generally  controlled  with 
dosage  reduction;  changes  in  EEG  patterns  (low-voltage  fast 
activity)  may  appear  during  and  after  treatment;  blood 
dyscrasias  (including  agranulocytosis),  jaundice  and  hepatic 
dysfunction  have  been  reported  occasionally  with  chlordiaz- 
epoxide hydrochloride,  making  periodic  blood  counts  and  liver 
function  tests  advisable  during  protracted  therapy.  Adverse 
effects  reported  with  Librax  are  typical  of  anticholinergic  agents, 
i.e.,  dryness  of  mouth,  blurring  of  vision,  urinary  hesitancy  and 
constipation.  Constipation  has  occurred  most  often  when 
Librax  therapy  is  combined  with  other  spasmolytics  and/or 
low  residue  diets. 
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ORGANIZATION  / Continued 

ACS  Inducts  15 
State  Surgeons 

The  largest  number  of  surgeons  in  the  history 
of  the  college — numbering  1,675  including  15 
Mississippians — were  inducted  as  new  Fellows 
(members)  of  the  American  College  of  Surgeons 
in  cap-and-gown  ceremonies  during  the  annual 
five-day  Clinical  Congress  of  the  world's  largest 
organization  of  surgeons  at  Chicago. 

Fellowship,  a degree  entitling  the  recipient  to 
the  designation  “F.A.C.S.”  following  the  doctor’s 
name,  is  awarded  to  those  surgeons  who  fulfill 
comprehensive  requirements  of  acceptable  medi- 
cal education  and  advanced  training  as  specialists 
in  one  of  the  branches  of  surgery,  and  who  give 
evidence  of  good  moral  character  and  ethical 
practice. 

Initiated  from  Mississippi  were:  Major  Donald 
J.  Booth,  USAF  MC  and  Ray  L.  Wesson  of  Bi- 
loxi; Joseph  E.  Roe  of  Oxford;  Charles  H.  Crock- 
er of  Bruce;  S.  R.  Evans,  Jr.,  of  Greenwood; 
Magruder  S.  Corban  and  John  E.  Williams  of 
Gulfport;  W.  Meredith  Bradford,  Heber  C.  Eth- 
ridge, Lucien  R.  Hodges,  Myron  W.  Lockey,  and 
Charles  D.  Scruggs  of  Jackson;  C.  Foster  Lowe 
of  McComb;  William  A.  Billups,  Jr.,  and  W.  Ce- 
cil Johnson,  Jr.,  of  Meridian. 

The  American  College  of  Surgeons  is  a volun- 
tary scientific  and  educational  association  of  sur- 
geons, numbering  35,000  in  approximately  100 
countries.  The  college  was  founded  in  1913  to  im- 
prove care  of  the  surgical  patient,  and  has  pi- 
oneered in  many  directions  in  making  surgical 
care  as  excellent  as  it  is  today. 

Choctaw  Children 
Get  Hearing  Tests 

More  than  1,500  Choctaw  children  will  get  a 
hearing  test  this  year  in  a new  tribal  effort  aimed 
at  finding  middle  ear  infections. 

The  inflammation  is  the  second  most  common 
illness  among  American  Indians — including  the 
Mississippi  Choctaws.  Left  untreated,  it  can  even- 
tually cause  permanent  hearing  loss. 

Screening  technician  for  the  special  program, 
supported  by  a contract  from  the  Indian  Health 
Service  to  the  Mississippi  Band  of  Choctaw  Indi- 
ans, is  Darry  Williams  of  Philadelphia.  He  re- 


ceived training  in  a month-long  course  at  the  Uni- 
versity of  Mississippi  Medical  Center  communica- 
tive disorders  laboratory. 

“We  don’t  know  why  middle  ear  disease  occurs 
so  often  in  the  American  Indian,”  points  out  Dr. 
Ojus  Malphurs,  who  heads  the  UMC  communica- 
tive disorders  lab.  “It  may  be  a genetic  problem — 
an  inherited  abnormality  in  ear  structure,  environ- 
mental conditions  or  simply  not  getting  medical 
care  soon  enough.” 

Williams  began  the  screening  program  in  Octo- 
ber by  testing  the  hearing  of  children  between  the 
ages  of  5 and  18  for  any  general  abnormalities. 
Referrals  to  a physician  for  treatment  will  be 
made  for  youngsters  found  to  have  the  infection. 

“Middle  ear  infection,”  said  Dr.  Malphurs, 
“can  easily  be  treated  before  damage  is  done. 
Early  diagnosis  is  the  answer.” 

Tribal  Chairman  Phillip  Martin  explained, 
“This  screening  program  is  administered  by  the 
Tribal  Council  and  is  the  first  in  a series  of  on- 
reservation  health  screening  programs.” 

Otolaryngology  Council 
Aids  Placement 

Any  community  needing  an  otolaryngologist 
is  invited  to  contact  the  American  Council  of 
Otolaryngology  for  help. 

The  council  does  not  promise  to  produce  an 
immediate  prospect,  but  it  does  pledge  that  it  will 
call  the  community’s  need  to  the  attention  of  sen- 
ior residents  in  otolaryngology  who  are  known  to 
be  looking  for  practice  opportunities. 

Doctors  in  private  practice,  medical  groups 
and  all  individuals  commissioned  by  their  medical 
communities  to  search  for  an  otolaryngologist 
should  briefly  outline  the  position  available  when 
writing  the  council. 

There  are  two  ways  in  which  the  council  can 
advise  otolaryngologists  of  the  community  need, 
Dr.  Raymond  E.  Jordan,  executive  director,  ex- 
plained: 

(1)  It  can  notify  directly  those  senior  oto- 
laryngology residents  who  have  specifically  ad- 
vised the  council  that  they  are  looking  for  a posi- 
tion. 

(2)  It  can  further  communicate  the  communi- 
ty’s need  through  a newsletter  reaching  all  prac- 
ticing otolaryngologists  in  the  United  States  and 
Canada. 

Letters  should  be  addressed  to:  The  American 
Council  of  Otolaryngology,  Suite  602,  1100  17th 
St.,  N.  W„  Washington,  D.  C.  20036. 
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A 

Abortion 

thoughts  on  abortion  [Derrick]  450- 

PP 

Acupuncture 

the  traditional  oriental  medicine  and 
acupuncture  therapy  [Toyama  et 
al]  *488 

Adenocarcinoma 

maternal  stilbestrol — genital  adeno- 
carcinoma— and  followup  of  ex- 
posed young  women  [Boronow 
and  ACOG]  301-E 

Adolescence 

profiles  of  adolescents  admitted  to 
Miss.  State  Hospital  in  1972  for 
drug  problems  [Ross]  *445 
Albany  Medical  College 
plans  medical  cruise,  430-N 
Alcoholism 

AMA  sponsors  alcohol  abuse  confer- 
ence, 468-N 

American  Medical  Society  on  Alco- 
holism holds  meeting,  430-N 
Mississippi  program  makes  grants- 
in-aid,  422-N 

State  Board  of  Health  revises  plan, 
218  N 
Allergy 

American  Association  for  Clinical 
Immunology  and  Allergy  plans 
meeting,  106-N 

requests  for  allergic  stings  case  re- 
ports [Frazier]  304-L 
American  Academy  of  Dermatology 
meets  in  Chicago,  522-N 
American  Academy  of  Family  Phy- 
sicians 

and  Synapse  announce  audiovisual 
program,  1 1 1-N 

family  doctors  are  making  a come- 
back, 1 19-N 

1973  family  practice  exam  sched- 
uled, 172-N 

American  Academy  of  Forensic  Sci- 
ences 

meet  in  Las  Vegas,  30-N 
American  Academy  of  Orthopaedic 
Surgeons 

water  sport  injury  course  scheduled, 
222-N 

American  Academy  of  Pediatrics 
drugs  and  sports  don’t  mix,  523-N 
physician  astronaut  keynotes  meet- 
ing, 480-N 

schedules  Boston  session,  116-N 
American  Association  for  Clinical 
Immunology  and  Allergy 
plans  annual  meeting,  106-N 
American  Association  for  Medical 
Clinics 

plans  annual  meet,  380-N 


American  Cancer  Society 
Marguerite  Piazza  addresses  Mis- 
sissippi Division,  Inc.,  meeting, 
517-N 

American  College  of  Cardiology 
Dr.  Frederick  E.  Tatum  is  new  Fel- 
low, 47  3 -N 

American  College  of  Chest  Physi- 
cians 

cardiac  cath  course  planned,  508- 
N 

chest  physicians  meet  in  Toronto, 
508-N 

Dr.  Arthur  Guyton  receives  award, 
522-N 

plans  annual  assembly,  363-N 
pulmonary  function  course  sched- 
uled, 420-N 

American  College  of  Emergency 
Physicians 

sets  symposium  dates,  29-N 
American  College  of  Gastroenterol- 
ogy 

schedules  course,  384-N 
American  College  of  Ob-Gyn 
maternal  stilbestrol — genital  adeno- 
carcinoma— and  followup  of  ex- 
posed young  women  [Boronow 
and  ACOG]  301-E 
plans  annual  meeting,  226-N 
plans  family  planning  course  in  New 
Orleans,  102-N 

American  College  of  Physicians 
La. -Miss,  regional  scientific  meeting 
planned,  59-N 

six  state  M.D.s  inducted,  358-N 
southeastern  internists  meet  in  Sep- 
tember, 417-N 

American  College  of  Radiology 
establishes  bone  tumor  referral  cen- 
ters, 526-N 

three  state  physicians  named  radiol- 
ogy fellows,  2 19-N 
American  College  of  Surgeons 
care  of  injured  seminar  set,  428-N 
Dr.  R.  J.  Field  named  governor  for 
state,  560-N 

inducts  15  state  surgeons,  568-N 
medicolegal  briefs:  surgeon  expelled 
by  ACS,  246 
meets  in  Chicago,  315-N 
publishes  for  surgical  patients,  118- 
N 

schedules  16  trauma  seminars,  76-N 
surveys  hospital  cancer  programs, 
524-N 

American  EEG  Society 
calls  for  papers,  22-N 
American  Heart  Association 
announces  scientific  deadlines,  222- 
N 

Dr.  E.  A.  Stead,  Jr.,  is  new  “Circu- 
lation” editor,  188-N 


sponsors  hypertension  course,  173-N 
tri-state  scientific  session  planned, 
478-N 

UMC  associate  professor  gets  hyper- 
tension grant,  173-N 
American  Medical  Association 
a look  at  Medicredit  [Jenkins]  92- 
PP 

environmental,  occupational  and 
public  health  council  issues  vene- 
real disease  statement,  401-E 
and  MSMA  sponsor  lecture  in  state, 
26- N 

Congress  on  Medical  Education  set, 
18-N 

drug  manual  due  this  year,  224-N 
JAMA  editorial  stresses  operating 
room  safety,  3 1 6-N 
legislative  department  performs  vital 
service,  94-E 

malnutrition  is  major  health  prob- 
lem, 3 18-N 

medicolegal  forms  booklet  is  avail- 
able, 309-N 

Medicredit  is  explained  further,  109- 
N 

physicians  needed  for  Project  USA, 
28-N 

plans  medical  ethics  congress,  76- 
N,  170-N 

president  disagrees  with  malpractice 
report,  270-N 

quality  of  life  congress  set  in  New 
Orleans,  226-N 

reports  of  the  Delegates  to  AMA 
[Hicks]  17-E,  453-E 
rules  on  M.D.  name  in  advertising, 
244-E 

school  driving  session  scheduled, 
274-N 

scientific  journals  are  now  metric, 
74-N 

sponsors  alcohol  abuse  conference, 
468-N 

sponsors  rural  health  care  meet,  114- 
N 

sponsors  socioeconomics  congress, 
108-N 

testifies  on  medical  research  sub- 
jects, 3 19-N 

why  belong  to  AMA?  [Derrick] 
502-PP 

American  Society  of  Internal  Medi- 
cine 

develops  problem-oriented  record, 
512-N 

American  Thoracic  Society 
pulmonary  function  course  sched- 
uled, 420-N 
Amphetamines 

may  cause  growth  suppression,  382- 
N 
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Anesthetists,  Nurse 

first  class  remains  in  state,  564-N 

Angina  Pectoris 

cardiology  for  the  practitioner:  I. 
the  diagnosis  of;  II.  the  medical 
management  of  [Galyean]  *189 
and  277  respectively 
Inderal  used  for  angina,  565-N 
Aorta 

management  of  acute  dissecting  he- 
matoma of  aorta  [Ching  et  al] 
*481 

Arterial  Injuries 

associated  with  closed  fractures 
[Tompkins  and  Green]  *227 
Astronaut 

physician  astronaut  keynotes  AAP 
meeting,  480-N 

(Woman’s)  Auxiliary  to  MSMA 
Journal  page:  [Webb]  168;  “Fifty 
Years  Old  and  We  Admit  It” 
[Preston]  356;  “Please  Don’t  For- 
get” [Preston]  456;  “A  Christmas 
thought”  [Preston]  563;  1973-74 
officers  meet,  473-N 
Ayerst  Labs 

Inderal  used  for  angina,  565-N 
B 

Belhaven  College 

schedules  40th  singing  Christmas 
tree,  525-N 

Bicentennial,  American  Revolution 
Mississippi  makes  plans  for  the  Bi- 
centennial [Snyder]  402-E 
Blood  and  Blood  Banking 
blood  fat  levels  studied,  75-N 
NHLI  Blood  Disease  Division  names 
director,  276-N 
Blood  Gases 

arterial  blood  gases  [Campbell] 
160-E 

even  small  hospitals  need  blood 
gases  [Morgan  and  Williams] 
*126 

Blue  Cross-Blue  Shield 
Dr.  Gamble  elected  to  board  of  di- 
rectors, 222-N 

Dr.  Simmons  retires  from  board  of 
directors,  218-N 
has  new  emblem,  176-N 
hold  26th  annual  meeting,  219-N 
Book  Reviews  and  Books  Received 
Allegra,  G.,  Macchini,  M.,  and  An- 
dreoli,  F.:  Gastroscopy  with  the 
Fiberscope  [Mora]  353-BR 
Anderson,  W.  A.  D.,  and  Scotti, 
Thomas  M.:  Synopsis  of  Patholo- 
gy, eighth  edition  [Rodda]  21- 
BR 

Battennati,  Mario,  and  Donini,  Ip- 
polito:  The  Lymphatic  System 

[Morrison]  307-BR 
Bergsma,  Daniel:  Advances  in  Flu- 
man  Genetics  and  Their  Impact 
on  Society  [Jackson]  57-BR 
Blumberg,  B.  S.,  Sutnick,  A.  I.,  Lon- 
don, W.  T.,  and  Millman,  I.:  Aus- 
tralia Antigen  and  Hepatitis  [Mc- 
Kell]  251-BR 

Chatton,  Milton  J.,  Editor:  Hand- 
book of  Medical  Treatment,  thir- 
teenth edition  [Causey]  103-BR 
Cleveland,  Mather,  and  Shands,  Al- 
fred R.,  Jr.:  Surgery  in  World 
War  II — Orthopaedic  Surgery  in 


the  Zone  of  the  Interior  [Purvis] 
405-BR 

Fiorentino,  M.:  Newer  Anticancer 
Drugs  and  Procedures  [Gillespie] 
307-BR 

Frazier,  Claude  A.:  Annual  Review 
of  Allergy— 1972  [Moffitt]  457- 
BR 

Goldman,  M.  J.:  Principles  of  Clini- 
cal Electrocardiography,  eighth 
edition  [Blake]  353-BR 
Hardy,  James  D.:  Critical  Surgical 
Illness  [Caldwell]  505-BR 
Kempe,  C.  Henry,  Silver,  Henry  K., 
and  O’Brien,  Donough:  Current 
Pediatric  Diagnosis  and  Treat- 
ment, second  edition  [Love]  21- 
BR 

Krupp,  Marcus  A.,  and  Chatton, 
Milton  J.:  Current  Diagnosis  and 
Treatment  [Owen]  207-BR 
Llusia,  J.  Botella,  Marchesi,  J.,  Pal- 
mer, R.,  and  Swyer,  G.  I.  M.: 
Acta  Europaea  Fertilitatis.  Vol.  3, 
Nos.  1 and  2 [Sherline]  251-BR 
Masters,  Frank  W.,  and  Lewis,  John 
R.,  Jr.:  Symposium  on  Aesthetic 
Surgery  of  the  Face,  Eyelid  and 
Breast.  Vol.  4 [Noblin]  167-BR 
Phibbs,  Brendan:  The  Cardiac  Ar- 
rhythmias, second  edition  [Tay- 
lor] 549-BR 

Prior,  Carlo,  and  Valente,  Umberto: 
Scintigraphy  of  the  Pancreas 
[Hale]  457-BR 

Robson,  John  R.  K.:  Malnutrition: 
Its  Causation  and  Control  [Neill] 
57-BR 

Samuels,  L.  D.:  Cancer  Diagnosis 
in  Children  [McEachin]  505-BR 
Ulett,  George  A.:  A Synopsis  of 
Contemporary  Psychiatry,  fifth 
edition  [Goff]  103-BR 
Bowlus,  William  E. 
named  to  Extendicare  advisory  staff, 
172-N 
Breast 

reducing  mortality  in  breast  cancer 
through  early  detection  [Holden] 

*23 1 

Buntyn,  Tom 

joins  EMCRO  staff,  417-N 
Burns 

burns  and  their  emergency  treat- 
ment [Turney]  *236 
nurses  get  training  in  care  of  burns, 
522-N 

C 

Cancer 

See  Carcinoma 
Carcinoma 

ACR  establishes  bone  tumor  referral 
centers,  526-N 

ACS  surveys  hospital  cancer  pro- 
grams, 524-N 

cancer  detection  day  yields  results, 
429-N 

Laetrile  banned  from  interstate  com- 
merce, 551 -MLB 

maternal  stilbestrol — genital  adeno- 
carcinoma— and  followup  of  ex- 
posed young  women  [Boronow 
and  ACOG]  301-E 
reducing  mortality  in  breast  cancer 
through  early  detection  [Holden] 
*231 


Cardiology 

report  of  a three-year  study  at  the 
Mississippi  Baptist  Hospital  coro- 
nary care  unit  [Rosenblatt  et  al] 
*391 

cardiac  cath  course  planned,  508- 
N 

cardiology  for  the  practitioner:  I. 
the  diagnosis  of  angina  pectoris; 
II.  the  medical  management  of 
angina  pectoris  [Galyean]  *189 
and  277  respectively 
course  set  for  Houston,  380-N 
tri-state  scientific  session  planned, 
478-N 

Cardiovascular  Disease 

Also  see  Cardiology 
cardiovascular  seminar  set  for  Lon- 
don, 405 -N 

St.  Petersburg  hosts  seminar,  30-N 
Central  Medical  Society 
Dr.  I.  C.  Huggins  presented  MSMA 
50  Year  Club  pin,  177-N 
Cerebral  Vascular  Disease 
Marion  Labs  offers  learning  system, 
580-N 
Cervix 

the  incompetent  cervix  [Sherlinel 
*123 

CHAMPUS 

beneficiaries  should  identify  them- 
selves, 408-N 

coverage  relates  to  Medicare,  479- 
N 

hires  R.N.  as  Mississippi  program 
coordinator,  101-N 
Chess 

chess  playing  doctors  sought,  218-N 
Choctaws 

children  get  hearing  tests,  568-N 

Clark,  Richard  H. 

appointed  chairman  of  State  Health 
Planning  Advisory  Council,  524-N 
Clinicopathological  Conference 
miliary  disease  of  the  lung  [Camp- 
bell and  Brunson]  *196-CPC 
Cobb,  Alton  B. 

is  new  State  Health  Officer,  217-N 
Comprehensive  Health  Planning 
a plea  for  comprehensive  health 
planning  [Jenkins]  54-PP 
Dr.  Richard  H.  Clark  appointed 
chairman  of  the  State  Health 
Planning  Advisory  Council,  524-N 
Computer  Science 
aids  doctors,  187-N 
Continuing  Medical  Education 
in  Mississippi,  545-E 
Southern  Medical  Association  pro- 
gram accredited,  473-N 
Texas  plans  satellite  health  educa- 
tion, 480-N 

TV  (NCME)  programs  scheduled, 
424,  476,  509 
Coronary  Care  Units 
report  of  a three-year  study  at  the 
Mississippi  Baptist  Hospital  coro- 
nary care  unit  [Rosenblatt  et  al] 
*391 
Cough 

FDA  urged  to  delay  cough  guide- 
lines, 423-N 

hair  in  the  ear  can  cause  cough, 
268-N 
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Cowley,  Allen  W.,  Jr. 

UMC  associate  professor  gets  hyper- 
tension grant,  173-N 
Cystogastrostomy 

the  treatment  of  pancreatic  pseudo- 
cysts by  cystogastrostomy  [Mc- 
Pherson] *194 

D 

Deaths 

Burnett,  Riley  Wilson,  404 
Carr,  Isaac  Price,  458 
Clements,  Kenneth  Melvin,  247 
Copeland,  Edward  A.,  58 
Guinn,  Elias  K.,  305 
Hasseltine,  Lee  Luther,  458 
Hendrick,  Richard  G.,  354 
Holland,  William  C.,  305 
James,  William  A.  D.,  58 
Jones,  A.  D.,  550 
Laird,  John  Stephen,  166 
Mobarak,  Mohamed,  20 
Meek,  Edwin  McLeod,  100 
Moe,  Chester  Charles,  247 
Pharr,  Stanley  L.,  100 
Ratliff,  David  A.,  247 
Scott.  Walter  W„  354 
Tubb,  B.  C.,  550 
Yeates,  Namo,  247 
DeBakey,  Michael 

speaks  at  Northeast  Mississippi 
Medical  Society,  521-N 
Dermatology 

A AD  meets  in  Chicago,  522-N 
hair  symposium  set  in  Atlanta,  477- 
N 

Developmental  Disabilities 
directory  completed,  473-N 
Diabetes 

diabetic  retinopathy  [Hall]*  527 
diabetic  youth  camp  planned  at 
Hattiesburg,  187-N 
Louisiana  diabetic  camp  session  an- 
nounced, 223-N 

UMC  hosts  diabetes  seminar,  275-N 
Diphtheria 
is  still  a threat,  252-N 
Disability  Determination 
Mississippi’s  participation  in  the  SSA 
disability  program  [Rawson]  503- 
E 

Drug  Abuse 

amphetamines  may  cause  growth 
suppression,  382-N 
coast  center  plans  drug  abuse  pro- 
gram, 309-N 

commission  makes  report,  226-N 
HEW  proposes  services,  408D-N 
methaqualones — heroin  for  lovers 
[Russell]  *496 

personality  traits  predict  drug  use, 
384-N 

prevention  program  planned  by 
Hinds  County  Association  for 
Mental  Health,  176-N 
profiles  of  adolescents  admitted  to 
Mississippi  State  Hospital  in  1972 
for  drug  problems  [Ross]  *445 
troops’  drug  abuse  begins  at  home, 
268-N 

Drug  Industry 

antisubstitution  statement  adopted, 
321-N 
Drugs 

AMA  drug  manual  due  this  year, 
224-N 

and  sports  don’t  mix,  523-N 


medical  TV  network  schedules  drug 
program,  476-N 

MRMP  and  pharmacy  school  study 
self-medication,  178-N 
psychiatric  drugs  help  prevent  re- 
lapse, 425-N 

psychotrophic  drugs  publication  re- 
leased, 25-N 

safeguards  urged  for  over-the-coun- 
ter sedatives,  71-N 

SBH  places  six  drugs  in  Schedule 
III,  504-N 

E 

Ear 

hair  in  the  ear  can  cause  cough, 
268-N 

Eaton  Laboratories 

loans  cassettes  to  urology  depart- 
ments, 521-N 
Education,  Medical 
AMA  congress  on  medical  education 
set,  18-N 

continuing  medical  education  in 
Mississippi,  545-E 

continuing  medical  education  pro- 
grams scheduled,  424-N 

Embolism 

pulmonary  embolism — an  unsolved 
problem  [Hopkins]  *326 
Emergencies 

cardiac  emergency  course  planned, 
29-N 

emergency  care  course  slated,  21-N 
MD  card  has  lifesaving  potential, 
564-N 

neurosurgical  emergencies  [Tutor] 
*77 

burns  and  their  emergency  treat- 
ment [Turney]  *236 
Emergency  Medicine 
EMCRO  holds  ER  workshop,  478-N 
emergency  care  seminar  set  for  New 
Orleans,  429-N 

emergency  medicine  legislation  pro- 
posed, 266-N 

emergency  physicians  set  symposi- 
um dates,  29-N 

the  emergency  department  physi- 
cian: an  emerging  specialty  [Dab- 
ney] 55-E 

Emory  University  School  of  Medi- 
cine 

antiserum  at  Emory  screens  for  leu- 
kemia, 361-N 

hair  symposium  set  in  Atlanta,  477- 
N 
ENT 

See  Otolaryngology 
ophthalmology  and  ENT  meeting 
set  for  Israel,  509-N 
Enema,  Barium 

radiologic  seminar  CXXXII:  the 

barium  enema  [Wood]  *448-RS 
Epistaxis 

a constant  perplexing  problem 
[Doan]  *395 

Esophagus 

radiologic  seminar  CXXX:  foreign 
bodies  in  the  esophagus  [Tyson] 
*348-RS 
Ethics,  Medical 

AMA  congress  planned,  170-N 
AMA  plans  congress  on,  76-N 
AMA  rules  on  M.D.  name  in  adver- 
tising, 244-E 

involvement  [Dabney]  547-E 


Evers,  Carl  G. 

named  UMC  associate  dean  for  stu- 
dent affairs,  561-N 

Experimental  Medical  Care  Review 
Organization  (EMCRO) 
adds  R.N.  to  fulltime  staff,  66-N 
holds  ER  workshop,  478-N 
Mississippi  EMCRO  is  refunded, 
412-N 

Tom  Buntyn  joins  staff,  417-N 
Extendicare,  Inc. 

Dr.  William  E.  Bowlus  of  Jackson 
named  to  advisory  staff,  172-N 
Eye 

Diabetic  retinopathy  [Hall]  *527 

F 

Family  Planning 

A.  H.  Robins  Co.  establishes  panel, 
516-N 

course  set  for  New  Orleans,  102-N 
Family  Practice  Specialist 
family  doctors  are  making  a come- 
back, 1 19-N 

FP  text  scheduled  for  second  print- 
ing, 223-N 

new  family  practice  journal  is  com- 
ing, 322-N 

new  family  practice  residencies  ap- 
proved, 314-N 

UMC  family  practice  department 
chairman  appointed,  70-N 
Fetus 

fetal  monitoring  symposium  set, 
270-N 
Field,  R.  J. 

named  ACS  governor  for  state, 
560-N 

Fluoridation 

fluoridation:  scientific,  economic  and 
medicolegal  aspects  [Mitchell] 
*483 

Food  and  Drug  Administration 
(FDA) 

proposes  more  x-ray  standards,  188- 
N 

urged  to  delay  cough  guidelines, 
423-N 

x-ray  standard  date  extended,  362-N 
Fractures 

arterial  injuries  associated  with 
closed  fractures  [Tompkins  and 
Green]  *227 

G 

Gamble,  Lyne  S. 

elected  to  Blue  Plans  board  of  direc- 
tors, 222-N 

Gastroenterology 

course  scheduled,  384-N 
orange  pulp  small  bowel  obstruction 
in  a postgastrectomy  patient:  a 
case  report  [Rueff]  *7 
ulcer  disease  with  retroperitoneal 
rupture  [Williams]  *534-RS 
Gronvall,  John 

is  UMC  honors  day  speaker,  309-N 
Guyton,  Arthur  C. 
receives  ACCP  1973  award,  522-N 
Guyton  Memorial  Medical  Educa- 
tion Loan  Fund 
board  meets,  478-N 
Gynecology 

case  report  XV  of  maternal  mortal- 
ity study  [O’Neal]  *323 
laparoscopy  [Couey]  *80 
maternal  stilbestrol — genital  adeno- 
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carcinoma — and  followup  of  ex- 
posed young  women  [Boronow 
and  ACOG]  301-E 
opinions  of  Miss,  pediatricians,  ob- 
stetricians and  gynecologists  on 
PKU  screening  and  diet  [Steiner 
et  al]  *530 

the  incompetent  cervix  [Sherline] 
*123 

H 

Hair 

hair  in  the  ear  can  cause  cough, 
268-N 

symposium  set  in  Atlanta,  477-N 
Hall,  Wesley 
speaks  at  UMC,  318-N 
Hardy,  James  D. 

elected  Southern  Surgical  prexy,  66- 
N 

Head  Start  Program 

a study  regarding  sickle  cell  disease 
in  children  of  Harrison  County 
Head  Start  program,  1971-1972 
[Mason]  *284 

Health 

President  Nixon  announces  health 
budget  cuts,  1 10-N 
Health  Care  Delivery 
AMA  sponsors  rural  health  care 
meet,  1 14-N 

Health,  Education  and  Welfare,  De- 
partment of  (HEW) 
nurses  get  training  in  care  of  burns, 
522-N 

proposes  drug  abuse  services,  408D- 
N 

Health,  Industrial 
conference  planned,  429-N 
Health  Maintenance  Organizations 
(HMO) 

overview  [Roberts]  546-E 
sourcebook  is  published,  305-N 

Heart 

UMC  calf  lives  24  days  with  artifi- 
cial heart,  477-N 
Hematoma 

management  of  acute  dissecting  he- 
matoma of  aorta  [Ching  et  al] 
*481 

Hepatitis 

oyster-related  hepatitis  reported  in 
state,  68-N 

Hinds  County  Association  for  Men- 
tal Health 

plans  drug  program,  176-N 
Hippocrates 

Tree  of  Hippocrates  presented  to 
MSMA,  359-N 
History  of  Medicine  Society 
UMC  society  is  organized,  74-N 
UMC  society  meets,  223-N 
Hoffman,  C.  A. 

delivers  principal  address  at  MSMA 
105th  Annual  Session,  253-N 
disagrees  with  malpractice  report, 
270-N 

Hospitals 

ACS  surveys  hospital  cancer  pro- 
grams, 524-N 

even  small  hospitals  need  blood 
gases  [Morgan  and  Williams] 
* 1 26 

SKF  contributes  funds  to,  28-N 
St.  Dominic’s  makes  dedication 
plans,  4 10-N 
Hospitals,  Charity 
seek  medical  directors,  516-N 


Huggins,  Isaac  C. 

presented  MSMA  50  year  club  pin 
at  Central  Medical  Society  meet- 
ing, 177-N 

Hypertension 

heart  associations  sponsor  course, 
173-N 

UMC  associate  professor  gets  grant, 
173-N 
Hypnosis 

1974  medical  hypnosis  workshop 
set,  523-N 

I 

Inderal 

now  used  for  angina,  565-N 
Insecticides 

new  ones  are  more  harmful  [Dab- 
ney] 94-E 

Insurance,  Professional  Liability 
no-fault  malpractice  insurance  pro- 
posed, 478D-N 

International  College  of  Surgeons 
plaque  awarded  to  Dr.  L.  W.  Long, 
172-N 

Interstate  Postgraduate  Medical  As- 
sociation 

assembly  set  for  October,  408D-N 

J 

James,  Thomas  N. 
named  UAB  medicine  chairman, 
479-N 

Joint  Commission  on  Accreditation 
of  Hospitals 

a plan  for  internal  controls  [Math- 
ews] 55-E 

K 

Kelemen,  George 

is  visiting  UMC-VA  consultant,  178- 
N 

Kennedy,  Rowland  B. 

honored  for  service  to  MSMA,  173- 
N 

Kerwin,  Joseph  L. 

physician  astronaut  keynotes  AAP 
meeting,  480-N 

L 

Laboratory  Sciences,  Clinical 
diagnostic  significance  of  plasma 
proteins  [Mobarak  and  Bell]  *1 
UMC  offers  lab  personnel  study 
units,  520-N 
Laetrile 

banned  from  interstate  commerce. 
551-MLB 

Laparoscopy 

Laparoscopy  [Couey]  *80 
Lederle  Diagnostics,  American  Cy- 
anamide  Co. 

introduces  SLE  latex  test,  64-N 
Legislation 

AMA  legislative  department  per- 
forms vital  service,  94-E 
emergency  medicine  legislation  pro- 
posed, 266-N 

medical  consent  law  for  minors  pro- 
posed, 381-N 
Letters  to  the  Editor 
aseptic  meningitis  [Sexton]  406-L 
book  on  medical  problems  of  sports 
[Frazier]  561-L 

book  on  physicians  and  faith 
[Frazier]  247-L 
CO  poisoning  [Blakey]  561-L 
comment  on  arterial  blood  gases  ar- 
ticle [Norman  et  al]  206-L 


Mississippi  Foundation  for  Medical 
Care  [Gable]  98-L 

radiation  safety  performance  stan- 
dard [Villforth]  62-L 
Rocky  Mountain  Spotted  Fever  vac- 
cine [Blakey]  458-L 
rubella  diagnosis  [Blakey]  406-L 
Leukemia 

antiserum  at  Emory  screens  for, 
361-N 

leukemia  society  is  accepting  grants, 
274-N 

Light,  Israel 

speaks  at  UMC,  217-N 

Lipids 

blood  fat  levels  studied,  75-N 
Long,  Lawrence  W. 
awarded  plaque  by  International 
College  of  Surgeons,  172-N 
Longest,  John  C. 

appointed  to  NICSH  board,  309-N 
improves  Mississippi  State  Universi- 
ty's pre-med  program,  360-N 
Lungs 

clinicopathological  conference:  mil- 
iary disease  of  the  lung  [Camp- 
bell and  Brunson]  *196 
pulmonary  embolism — an  unsolved 
problem  [Hopkins]  *326 
respiratory  failure  in  chronic  air- 
ways obstruction  [Norman  et  al] 
*431 

M 

Malnutrition 

is  major  health  problem,  318-N 
Malpractice 

AMA  president  disagrees  with  mal- 
practice report,  270-N 
no-fault  system  proposed,  478D-N 
St.  Paul  studies  problem,  580-N 
Marion  Labs 

offers  CVD  learning  system,  580-N 
Maternal  Mortality 
case  report  XV  of  maternal  mortal- 
ity study  [O’Neal]  *323 
the  art  and  practice  of  medicine  in 
the  supine  hypotension  syndrome 
with  case  report  XVI  of  maternal 
mortality  study  [Caine]  *439 
Mead  Johnson  Laboratories 
markets  Questran,  428-N 
Measles 

morbidity  and  mortality  in  Missis- 
sippi [Sexton]  547-E 
Medicaid 

amendments — report  of  Council  on 
Medical  Service,  538 
health  screening  for  Medicaid  eligi- 
ble children  in  Mississippi:  results 
of  the  first  three  years  of  screen- 
ing [Wiygul  et  al]  *281 
Medicare 

amendments — report  of  Council  on 
Medical  Service,  538 
CHAMPUS  coverage  related  to, 
479-N 

Medical  Care  Plans 

HMO  sourcebook  is  published,  305- 

N. 

Medical  Education-Community  Ori- 
entation (MECO) 

1973  MECO  project  is  in  operation, 
313-N 

MECO  summer  project  gets  under- 
way, 3 14-N 

SAMA-MECO  project  plans  get  un- 
derway, 104-N 
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Medical  History 

society  organized  at  UMC,  74-N 
UMC  society  meets,  223-N 

Medical  Practice 

administrative  aspects  of  general 
medical  practice  under  England’s 
National  Health  Service  [Smith] 
*85 

some  thoughts  for  the  future  [Dab- 
ney] 352-E 
Medical  Television 
medical  series,  “The  Killers,”  debuts 
on  PBS-TV,  462-N 
medical  TV  network  schedules  drug 
program,  476-N 
Medicolegal  Affairs 
city  hospital  may  not  ban  steriliza- 
tion, 417-MLB 

Laetrile  banned  from  interstate  com- 
merce. 551-MLB 

medicolegal  forms  booklet  is  avail- 
able. 309-N 

physician  alleges  malice  in  dismissal 
from  hospital  staff.  312-MLB 
physician  denied  staff  privileges  by 
private  hospital,  461-MLB 
physician  liable  for  signing  false 
commitment  order,  552-MLB 
surgeon  expelled  by  American  Col- 
lege of  Surgeons,  246-MLB 
Medicredit 

a look  at  Medicredit  [Jenkins]  92- 
pp 

is  explained  further,  109-N 
Members,  New 
Allen,  Clyde  R„  245 
Allen,  S.  M„  549 
Banks,  Frank  R.,  404 
Brooks,  John  M.,  Jr.,  208 
Brown.  Ronald  Lee,  549 
Buckley,  Richard  E.,  100 
Cary,  Elizabeth  R.,  208 
Chevis,  Sidney  Albert,  100 
Creekmore,  Samuel  J.,  Ill,  58 
Davis,  Clifton  B.,  100 
Davis,  Donald  Smith,  458 
Draper,  Kenneth  Dean,  458 
Dyas,  Edmund  C.,  IV,  305 
Edwards,  John  B..  549 
Ellis,  Bernard  Hopkins,  404 
Ellis,  Bert  H.,  245 
Gieger,  Edward  L.,  Jr.,  101 
Glasgow,  Thomas  S.,  550 
Griffin,  Ruby  B.,  550 
Hargis,  Robert,  101 
Heidisch,  Rita  C.,  101 
Hemness.  Edwin  M.,  458 
Hodges,  Jeff  Allen,  101 
Howell,  Henry  Frank,  II,  404 
Howland,  Robert  Louis,  Jr.,  101 
Jabaley,  Michael  Ellis,  404 
Jones,  Frank  Lorran,  101 
Lobrano,  William  B.  C.,  101 
Lopez,  Ricardo  E.,  101 
Massie,  James  Dan,  101 
Matthews,  James  C..  166 
McDevitt,  Ellen,  550 
McEachin,  Lawrence  B.,  550 
Nelson,  Norman  C.,  550 
Oltremari,  Benella  H.,  58 
Phillips,  Samuel,  550 
Pittman,  James  A.,  245 
Polk,  James  David,  404 
Rawson,  John  E.,  404 
Russell,  Richard  H..  58 
Rutherford,  John  David,  III,  101 
Simpson,  Tommy  T.,  20 
Smith,  J.  George,  Jr.,  208 


Sisson,  Charles  A.,  Jr.,  58 
Spencer,  William  A.,  20 
Spragins,  William  H.,  20 
Stauss,  Charles  E.,  550 
Suzuki,  Akio,  208 
Taylor,  Horton  G.,  Jr.,  20 
Thomas,  James  Boyce,  458 
Trapp,  James  T.,  58 
Truett,  George  Wesley,  404 
Varela,  Paul  Y.,  101 
Warfield,  William  P.,  Ill,  166 
Warren,  Glen  Curtiss,  208 
Warrington,  Paul  Wesley,  305 
Watkins,  Horace  Clement,  III,  20 
Whitwell,  Earl  E..  550 
Williford,  James  S.,  208 
Yawn,  Victor  Wade,  Jr.,  404 
Meningitis 

aseptic  meningitis  [Sexton]  406-L 

Mental  Health 

clinic  now  in  Vicksburg,  102-N 
coast  center  plans  drug  abuse  pro- 
gram, 309-N 

DDP  projects  total  19,  275-N 
Delta  center  studies  disabilities  pro- 
gram, 315-N 

drug  and  alcohol  treatment  offered 
in  Region  2,  107-N 
Golden  Triangle  will  initiate  MH- 
MR  services,  318-N 
Gulf  Coast  center  breaks  ground, 
265-N 

Hinds  County  Association  for  Men- 
tal Health  plans  drug  program, 

176- N 

Jackson  Mental  Health  Center  spon- 
sors resources  exchange,  247-N 
MH  center  grants  go  to  regions  6, 
7,  11,  514-N 

Mississippi  MH-MR  regions  changed, 

177- N 

opinions  of  Miss,  pediatricians,  ob- 
stetricians and  gynecologists  on 
PKU  screening  and  diet  [Steiner 
et  al]  *530 

psychiatrist-neurologist  joins  Oxford 
center,  251-N 

Region  5 has  groundbreaking,  104- 
N 

Region  10  center  opens  inpatient 
unit,  265-N 

Region  12  MH-MR  program  planned, 
308-N 

Weems  center  DDP  grant  will  assist, 
316-N 

Methaqualones 

heroin  for  lovers  [Russell]  *496 
Metric  System 

AMA  scientific  journals  are  now 
metric,  74-N 

Mid-South  Medical  Association 
Dr.  L.  D.  Webb  is  president,  70-N 
Mississippi  Academy  of  Family  Phy- 
sicians 

elects  officers  and  holds  annual 
meeting,  357-N 
Mississippi  Arts  Festival 
announces  plans,  108-N 
1973  plans  finalized,  178-N 
Mississippi  Baptist  Hospital 
report  of  a three-year  study  at  the 
Mississippi  Baptist  Hospital  coro- 
nary care  unit  [Rosenblatt  et  al] 
*391 

Mississippi  Division,  American  Can- 
cer Society,  Inc. 
makes  referral  changes,  215-N 


Marguerite  Piazza  addresses  general 
assembly,  517-N 

Mississippi  Foundation  for  Medical 
Care 

letter  to  the  editor  [Gable]  98-L 
The  Mississippi  Foundation  for 
Medical  Care  [Davis]  159-E 
Mississippi  Heart  Association 
physicians  attend  heart  fund  kick- 
off, 108-N 

tri-state  scientific  session  planned, 
478-N 

Mississippi  Interagency  Commission 
on  Mental  Illness  and  Mental  Re- 
tardation 

clinic  now  in  Vicksburg,  102-N 
coast  center  plans  drug  abuse  pro- 
gram, 309-N 

DDP  projects  total  19,  275-N 
Delta  center  studies  disabilities  pro- 
gram, 315-N 

developmental  disabilities  directory 
completed,  473-N 

drug  and  alcohol  treatment  offered 
in  Region  2,  107-N 
Golden  Triangle  will  initiate  MH- 
MR  services,  318-N 
Gulf  Coast  center  breaks  ground, 
265-N 

Jackson  Mental  Health  Center  spon- 
sors resources  exchange,  247-N 
psychiatrist-neurologist  joins  Oxford 
center  staff,  251-N 

Region  5 has  groundbreaking,  104- 
N 

Region  10  center  opens  inpatient 
unit,  265-N 

Region  12  MH-MR  program  planned, 
308-N 

Weems  center  DDP  grant  will  assist, 
316-N 

Mississippi  Public  Health  Associa- 
tion 

holds  36th  annual  meeting,  559-N 
Mississippi  Regional  Medical  Pro- 
gram 

and  pharmacy  school  study  self- 
medication,  178-N 

Mississippi  Society,  American  Asso- 
ciation of  Medical  Assistants 
governor  proclaims  medical  assistant 
week,  268-N 
hold  symposium,  177-N 
medical  assistants  hold  7th  annual 
meet,  276-N 

Misissippi  State  Board  of  Health 
announces  reorganization  plan,  558- 
N 

Dr.  Alton  B.  Cobb  is  new  State 
Health  Officer,  217-N 
Dr.  David  Lewis  Phares:  member 
first  MSBH  [Price]  *536 
Dr.  Frank  J.  Morgan  now  heads 
licensure,  413-N 

Mississippi  alcoholism  program 
makes  grants-in-aid,  422-N 
Miss  Louise  Williams  retires  as  li- 
brarian, 363-N 

Miss.  Public  Health  Assn,  holds  36th 
annual  convention,  559-N 
oyster-related  hepatitis  reported  in 
state,  68-N 

requests  rubella  reporting,  216-N 
revises  alcoholism  plan,  218-N 
Rocky  Mountain  Spotted  Fever 
[Sexton]  304-L 

places  six  drugs  in  Schedule  III, 
504-N 
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smallpox  vaccinations  are  not  neces- 
sary, 5 15-N 

state  moves  forward  in  pollution 
control,  26-N 

twenty  years  of  progress  in  public 
health  in  Mississippi  [Pruet]  *39 
venereal  disease  increases  in  state, 
521-N 

Mississippi  State  Hospital 
profiles  of  adolescents  admitted  in 
1972  for  drug  problems  [Ross] 
*445 

Mississippi  State  Medical  Associa- 
tion 

address  of  the  president  [Jenkins] 
*297 

and  AMA  sponsor  lectures  in  state, 
26-N 

Billy  Guyton  Memorial  Medical  Ed- 
ucation Loan  Fund  board  meets, 
478-N 

Board  of  Trustees — handled  full 
agenda  at  August  meeting,  469- 
N;  holds  regular  winter  meeting, 
65-N;  names  1973-74  officers, 
264-N 

Committee  on  Maternal  and  Child 
Care — publishes  case  report  XV 
of  maternal  mortality  study 
[O’Neal]  *323:  and  the  art  and 
practice  of  medicine  in  the  supine 
hypotension  syndrome  with  case 
report  XVI  of  study  [Caine]  *439 
Committee  on  Fee  Schedules  issues 
status  report  [Gable]  205-E 
Constitution  and  By-Laws,  289 
Council  on  Medical  Education — con- 
tinuing medical  education  in  Mis- 
sissippi, 545-E 

Council  on  Medical  Service  reports 
on  Medicare/Medicaid  amend- 
ments, 538 

Experimental  Medical  Care  Review 
Organization — adds  R.N.  to  full- 
time staff,  66-N;  holds  ER  work- 
shop, 478-N;  is  refunded,  412-N; 
Tom  Buntyn  joins  staff,  417-N 
Fifty  Year  Club — Dr.  I.  C.  Huggins 
presented  pin,  177-N;  Dr.  L.  B. 
Morris  receives  pin,  358-N 
gives  check  to  SAMA  officers,  268-N 
House  of  Delegates — handbook  of 
105th  Annual  Session,  155;  text 
of  proceedings,  331 
Kennedy,  Rowland  B.,  honored  for 
service,  173-N 

105th  Annual  Session — official  call 
and  program,  131;  will  offer 
something  for  everyone,  105-N; 
specialty  societies,  concurrent 
meetings  highlight  annual  session, 
169-N;  specialty  societies  hold 
concurrent  meetings,  258-N;  Dr. 
Derrick  is  inaugurated  president, 
Dr.  Davis  is  named  president- 
elect, 253-N;  Board  of  Trustees 
names  1973-74  officers,  264-N 
106th  Annual  Session — Council  on 
Scientific  Assembly  begins  work 
for  ’74,  263-N;  Council  on  Scien- 
tific Assembly  announces  format 
for  the  106th  Annual  Session, 
409-N 

Mississippi  Foundation  for  Medical 
Care — articles  on  in  Journal: 
[Gable]  98-L  and  [Davis]  159-E 
MSMA  is  included  in  new  “History 
of  Mississippi,”  106-N 


MSMA  Journal  is  now  microfilmed, 
56-N 

Robins  Award — 1973  MSMA-Rob- 
ins  Award  is  announced,  25-N; 
1974  award  is  announced,  516- 
N;  Dr.  William  A.  Long,  Jr.,  of 
Jackson  is  1973  winner,  255-N 
Northeast  Mississippi  Medical  So- 
ciety— Dr.  Michael  DeBakey  is 
guest  speaker,  521-N 
Roberts,  William  F.,  joins  staff  as 
executive  assistant,  5 15-N 
Tree  of  Hippocrates  presented  to  as- 
sociation, 359-N 

report  of  the  Delegates  to  AMA — 
[Hicks]  17-E  and  453-E 
President’s  Page,  Jenkins — “The 
Health  Care  Crisis”  (?),  16;  “A 
Plea  for  Comprehensive  Health 
Planning,”  54;  “A  Look  at  Medi- 
credit,”  92;  The  Ladies,  God 
Bless  Them,’  158;  “You  Win 
Some,  You  Lose  Some,”  204 
President’s  Page,  Derrick — “Involve- 
ment and  the  Coming  Times,” 
242;  “Democracy  in  Medicine,” 
300;  “The  Profession  and  PSRO,” 
350;  “The  Printed  Word,”  400; 
“Thoughts  on  Abortion,”  450; 
“Why  Belong  to  AMA?,”  502; 
“The  Needs  of  the  Elderly,”  544 
West  Mississippi  Medical  Society — 
meets,  565-N 

Woman’s  Auxiliary — page  in  Jour- 
nal: 168,  356;  "Please  Don’t  For- 
get,” 456;  “A  Christmas  Thought,” 
563;  1973-74  officers  meet,  473-N 
Yates  and  Co.  group  MSMA  insur- 
ance programs — announces  chan- 
ges in  group  catastrophe  insur- 
ance, 172-N;  improves  MSMA 
group  plan,  216-N 
Mississippi  State  University 
Dr.  John  Longest  improves  MSU 
pre-med  program,  360-N 
Mississippi  TB  and  Respiratory  Dis- 
ease Association  (Miss.  Lung 
Assn.) 

“No  Smoking”  signs  are  available, 
430-N 

Mora,  Lidio  O. 

receives  UMC  AQA  award,  316-N 
Morgan,  Frank  J.,  Jr. 
now  heads  SBH  licensure.  413-N 
Morris,  L.  B. 

receives  MSMA  50  Year  Club  pin, 
358-N 

Multiple  Sclerosis 
award  announced,  359-N 
Muscular  Dystrophy 
Mississippi  association  will  open 
clinic  at  UMC,  23-N 

N 

National  Health  Council 
sponsors  courses,  167-N 
National  Health  Insurance 
administrative  aspects  of  general 
medical  practice  under  England’s 
national  health  service  [Smith] 
*85 

a look  at  Medicredit  [Jenkins]  92- 

PP 

HMO  overview  [Roberts]  546-E 
National  Health  Service  Corps 
physicians  needed  for  Project  USA, 
28-N 


National  Heart  and  Lung  Institute 
applications  for  clinical  centers  in- 
vited, 62-N 

blood  disease  division  names  direc- 
tor, 276-N 

issues  report  on  respiratory  diseases, 
166-N 

seeks  grant  applications,  479-N 
National  Interagency  Council  on 
Smoking  and  Health 
Dr.  John  C.  Longest  appointed  to 
board  of  directors,  309-N 
National  Society  for  the  Prevention 
of  Blindness 

agency  offers  grants,  70-N 
Nelson,  Norman  C. 
appointed  new  medical  center  dean, 
107-N 

becomes  new  dean  of  University 
Medical  Center,  313-N 
Network  for  Continuing  Medical 
Education  (NCME) 
schedule  of  upcoming  programs: 
424,  476,  509,  553 
Neurology 

Memphis  Regional  Medical  Program 
funds  Tupelo  stroke  unit,  22-N 
Neurosurgery 

neurosurgical  emergencies  [Tutor] 
*77 

New  Orleans  Graduate  Medical  As- 
sembly 

plans  36th  annual  meeting,  71-N 
Northeast  Mississippi  Medical  So- 
ciety 

Dr.  Michael  DeBakey  is  guest 
speaker,  521-N 
Nursing 

EMCRO  adds  R.N.  to  fulltime  staff, 
66-N 

nurse  anesthetists  remain  in  state, 
564-N 

nurses  get  training  in  care  of  burns, 
522-N 

nursing  education  [Mitchell]  93-E 
O 

Obstetrics 

case  report  XV  of  maternal  mortality 
study  [O’Neal]  *323 
fetal  monitoring  symposium  set, 
270-N 

laparoscopy  [Couey]  *80 
maternal  stilbestrol — genital  adeno- 
carcinoma— and  followup  of  ex- 
posed young  women  [Boronow 
and  ACOG]  301-E 
opinions  of  Miss,  pediatricians,  ob- 
stetricians and  gynecologists  on 
PKU  screening  and  diet  [Steiner 
et  al]  *530 

reducing  mortality  in  breast  cancer 
through  early  detection  [Holden] 
*231 

southern  ob-gyn  seminar  scheduled. 
188-N 

the  art  and  practice  of  medicine  in 
the  supine  hypotension  syndrome 
with  case  report  XVI  of  maternal 
mortality  study  [Caine]  *439 
the  incompetent  cervix  [Sherline] 
*123 

Obstruction,  Intestinal 
orange  pulp  small  bowel  obstruction 
in  a postgastrectomy  patient:  a 
case  report  [Rueff]  *7 
Ochsner,  Alton 
writes  on  smoking,  218-N 
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Occupational  Health 
congress  planned,  166-N 
Ole  Miss  Medical  Alumni  Associa- 
tion 

Mississippi  medical  alumni  emigra- 
tion study  reported  [Price]  243-E 

Ophthalmology 

diabetic  retinopathy  [Hall]  *527 
meeting  scheduled,  408-N 
ophthalmology  and  ENT  meet  set 
for  Israel,  509-N 
Orthopaedic  Surgery 
arterial  injuries  associated  with 
closed  fractures  [Tompkins  and 
Green]  *227 

radiologic  seminar  CXXIX:  bone 
scanning  with  Technetium  Poly- 
phosphate [Flowers]  *286-RS 
bone  tumor  referral  centers  estab- 
lished by  ACR,  526-N 
Otolaryngology 

bronchoesophagology,  ENT  course 
planned,  265-N 
council  aids  placement,  568-N 
course  set  for  Chicago,  269-N 
epistaxis:  a constant  perplexing 

problem  [Doan]  *395 
nose  plastic  surgery  course  set,  425- 
N 

Tennessee  plans  December  ENT 
course,  478A-N 

P 

Pancreas 

pancreatic  scanning  [Gieger]  *89- 
RS 

the  treatment  of  pancreatic  pseudo- 
cysts by  cystogastrostomy  [Mc- 
Pherson] *194 

Pan-Pacific  Surgical  Association 
meets  in  1975,  430-N 
Pathology 

miliary  disease  of  the  lung  [Camp- 
bell and  Brunson]  *196-CPC 
radioimmunoassay:  current  status 

and  clinical  application  [Wilson] 
*31 

Pediatrics 

a study  regarding  sickle  cell  disease 
in  children  of  Harrison  County 
Head  Start  program,  1971-72 
[Mason]  *284 

health  screening  for  Medicaid  eligi- 
ble children  in  Mississippi:  results 
of  the  first  three  years  of  screen- 
ing [Wiygul  et  al]  *281 
opinions  of  Miss,  pediatricians,  ob- 
stetricians and  gynecologists  on 
PKU  screening  and  diet  [Steiner 
et  al]  *530 

pediatric  pulmonary  course  set,  405- 
N 

radiologic  seminar  CXXVIII:  acha- 
lasia of  the  esophagus  in  an  infant 
— a cause  of  regurgitation,  weight 
loss,  and  dehydration  [Sullivan] 
*240-RS 

safety  restraints  urged  for  children, 
321-N 
Peer  Review 

legal  considerations  in  peer  review 
[Case  and  Montgomery]  351-E 
physicians’  standards  review  organi- 
zation [Davis]  451-E 
Personality 

health  personality  aided  Pueblo 
crewmen,  478A-N 

Personals 

Abney,  Robert  L.,  212 


Acree,  Frank  M.,  354 
Adcock,  George,  99 
Aldridge,  Katherine  S.,  407 
Alexander,  Tommy,  551 
Allen,  Clyde  R.,  Jr.,  19 
Allen,  S.  Mark,  407 
Alvarez,  Araceli,  250 
Alvis,  Joel,  100 
Andy,  O.  J.,  306,  354 
Applewhite,  Victor  H.,  306 
Arens,  James,  463 
Armstrong,  William  R.,  355 
Arnold,  Godfrey  E.,  58,  163,  505 
Baird,  Frank  J.,  250 
Ball,  David  A.,  250 
Barnes,  G.  Spencer,  212 
Barnes,  H.  B.,  505 
Barnes,  Thomas,  212 
Barnes,  Thomas  Gordon,  III,  163 
Barnett,  W.  O.,  550 
Bass,  Ross  F.,  100 
Batson,  Blair,  19 
Beacham,  A.  V.,  250 
Bernfield,  Helen  C.,  306 
Billups,  William,  212 
Bishop,  Hal,  212 
Bishop,  Richard  P„  407 
Blaylock,  D.  N.,  163 
Blount,  Richard  L.,  250 
Blount,  Robert  E.,  163 
Boggess,  J.  E.,  99 
Boone,  A.  Gary,  506 
Booth,  Donald  J.,  407 
Booth,  James  E.,  354 
Boronow,  Richard  C.,  19,  58,  306, 
354,  550 

Bouchillon,  C.  D.,  19 
Bourland,  Walter,  354 
Bower.  John  D.,  19,  306 
Bowlin,  John  W„  99,  354 
Bradford,  Bert,  463 
Brandon,  Leonard  H.,  354 
Brann.  Alfred  W.,  Jr.,  58,  306,  505 
Braswell,  Guy  R„  99,  407 
Breland,  Loren,  463 
Brock,  Jim  M„  212,  506 
Brooks,  John,  407 
Brown,  Hugh  P.,  58.  505 
Brown,  Marion  H.,  354 
Brown,  Ronald,  463 
Bruny,  Ronald  T.,  463 
Buckley.  Richard,  99 
Bumgardner,  Joe,  505 
Burgess,  Clyde,  506 
Burke,  Pat  S.,  407 
Byrne,  George  W.,  19 
Caccamise,  Charles,  506 
Caldwell,  R.  E.,  212 
Callahan,  Joel,  212,  306.  506 
Callender,  Claude  G.,  408 
Campbell,  Guy  D.,  163.  250 
Campbell,  H.  F„  408 
Campbell,  Mike  C.,  407 
Cannon,  Charles  N.,  99 
Carey,  Tom,  463 
Carter,  Robert  F.,  Jr.,  58 
Carter,  William  L.,  99 
Catchings,  Charles  E.,  550 
Causey,  Jack  Q.,  250 
Chavez,  Carlos  M.,  506,  550 
Chevis,  Sidney  A.,  99 
Choo,  Byeng  S.,  407,  550 
Clark,  Richard  H„  Jr.,  19,  58.  354 
Clement,  William  R..  306 
Cobb,  Alton  B..  550 
Colbert.  Walter  T.,  99,  212 
Cook,  Donald,  463 
Cook,  Robert  M.,  99,  407 


Cooke,  Robert  S.,  Jr.,  354,  355 
Corban,  Magruder,  306 
Cosby,  Harry,  Jr.,  212 
Costilow,  Millard  S.,  212,  306 
Cottrell,  Hugh  B.,  99,  354 
Couey,  Ira  Lamar,  19 
Craig,  H.  Vann,  99,  212 
Crosthwait,  James  L.,  407 
Crowell,  Robert  W.,  100 
Culpepper,  J.  P.,  Ill,  163,  212,  408 
Currie,  Edward  H.,  163 
Curry,  Max  A.,  99,  463 
Dabney,  W.  Moncure,  163 
Dale,  David  B.,  250 
Davidson,  L.  Stacy,  306 
Derian,  Paul,  99 

Derrick,  Arthur  A.,  Jr.,  250,  306, 

354 

Derves,  Vincent  J.,  250 
Dickerson,  Quinton  H.,  Jr.,  407 
Dill,  A.  Robert,  250 
Diplacido.  John.  463 
Donald,  Robert  L..  99,  506 
Eckford,  J.  F.,  59 
Edwards,  C.  Mims,  59,  99 
Ehrich,  Melvin,  99 
Elliott,  John  P..  Jr.,  506 
Evans,  John  E.,  99 
Evans,  John  W.,  506 
Evans,  S.  R.,  Jr.,  212 
Evers,  Carl,  250 
Farmer,  Chester,  163 
Fernando,  Miguelito,  506 
Flagg,  G.  B„  99 
Flechas,  Enrique,  59 
Flowers,  Harvey  L„  59 
Flowers.  W.  M.,  Jr.,  354 
Foster,  Ray,  59 
Fox.  C.  E.  III.  551 
Fraley,  Charles,  551 
Freeman,  G.  Howard,  Jr.,  99 
Friedman,  Cherie,  100 
Gaddy,  J.  H„  19,  100 
Gamble,  Lyne  S.,  212,  250 
Gandy,  Thomas,  19 
Gibson,  John  Y.,  163,  306 
Gibson,  Leo  E.,  Jr.,  99 
Giles,  Hannelore  H.,  212,  354 
Giles,  William  D„  163 
Glasgow,  Thomas  S.,  463 
Godfrey,  William,  354 
Goodloe,  William  H.,  Jr.,  355 
Gordon,  James  O..  506 
Graham,  James,  163 
Graham,  Robert  M.,  212 
Graves,  Sidney  O.,  463 
Green,  James  R.,  354 
Greer,  Thomas  H.,  506 
Griffin,  James  C.,  506 
Griffin,  Ruby,  355 
Griffith,  J.  M„  100 
Gulledge,  Jerry  B..  59,  306 
Haerer,  Armin,  551 
Hamernik,  Fred,  59 
Hammack,  B.  L.,  59 
Hammett,  Larry  J.,  99 
Hand,  Ben  F.,  250 

Hardy,  James  D.,  99,  163,  212,  306. 

551 

Harrington,  John  N„  408 
Harris,  A.  R.,  19 
Harvey,  James  C.,  Jr.,  408 
Hasseltine,  Lee  L„  212 
Hatten,  Karl  W.,  19 
Hays,  James  C.,  407 
Head,  Charles  M.,  355 
Heitzman,  H.  B.,  407 
Hemness,  Edwin  M„  212 
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Henderson,  William,  19 
Henderson.  William  N.,  250 
Hendrick,  Jim,  212 
Herring,  Emmett  M.,  212 
Herrington,  Joe  D..  408 
Hey,  John  P.,  III.  100 
Hickman,  Bernard,  551 
Hill,  Fred  D.,  407 
Hill,  M.  Robert,  407 
Hill,  Stanley  A..  212,  551 
Hillman,  Joseph  C.,  354 
Hinman,  M.  E.,  19,  100 
Hodges,  Jeff,  99 
Holden,  Thomas  E.,  355 
Hollingshead,  Charles  A.,  163 
Holmes,  Verner  S.,  355 
Hopkins,  Lloyd  G.,  355,  407 
Horecky,  Conrad  C.,  III,  212,  354 
House,  James  R.,  Jr.,  407 
Howell,  Percy,  250 
Howorth,  M.  Beckett,  250 
Hubbert,  Charles  H„  551 
Hudson,  Harold  K.,  463,  506 
Hudson,  Starkey,  100 
Hutchins,  J.  D.,  212 
Imrie,  Donald  T..  506 
Jabaley,  Michael  E.,  250,  407,  506 
Jackson,  A.  Jerald,  506 
Jackson,  John  F.,  506 
Janet,  Hansel,  59 
Jaquith,  W.  L.,  19,  163 
Jarratt,  Guy  C.,  163 
Jenkins,  Cecil  G.,  212 
Jenkins,  Charles  R.,  212 
Jeter,  Marvin,  163 
Johnson,  Ben  B.,  19 
Johnson,  David  B.,  354 
Johnson,  Hugh,  355 
Johnson,  Samuel  B.,  306 
Johnston,  Hugh  H..  59,  100 
Johnston,  J.  Harvey,  Jr.,  408,  506, 
551 

Johnston,  Joe,  99 

Jones,  Frank  E.,  463 

Jones,  Frank  L.,  100 

Jones,  Walter  R.,  Jr.,  408 

Jones,  W.  Arthur,  506 

Kellett,  Boyd,  408 

Kellum,  Herman,  551 

Kellum,  William  C.,  59 

Ketchum,  Thomas  L.,  100 

Kilgore,  Thomas  L.,  Jr.,  408,  506 

Killelea  Donald  E„  163 

Ladner,  George,  100 

Lamar,  Wayne  T.,  463 

Lamppin,  Douglas  W.,  551 

Lampton,  T.  D.,  506 

Lane,  Dewey,  212 

Langford,  Herbert  G.,  59,  306.  463 

Langston,  Ledon,  408 

Lawhon,  Nancy  C.,  354 

Laws,  Albert  H.,  355 

Lee,  John  P.,  408 

Lee,  Robert  E.,  355 

Leggett,  Frank  L.,  506 

Lenoir,  Leon,  Jr.,  355 

Lockard,  Blanche,  212 

Lockey,  Myron  W.,  505,  506 

Lockwood,  W.  R.,  506 

Longest,  John  C.,  250 

Longnecker,  M.  F.,  212 

Lott,  Robert  T.,  100 

Love,  S.  Kimble,  19 

Lowe,  C.  Foster,  250 

Lubritz,  Ronald  R.,  250 

Luciano,  Vicente,  250 

Lunceford,  Travis  E.,  306 


Lyle,  Ray,  505 

Magee,  D.  E.,  Jr.,  100 

Maggio,  Henry  A.,  408 

Mann,  James,  407 

Marascalco,  Charles,  19,  100 

Marascalco,  Frank  T.,  99 

Massengill,  Frank  C.,  354 

Massey,  Mitch,  551 

Mayfield,  James,  408 

McBroom,  Robert  D.,  Ill,  99 

McCullough,  Francis  E.,  355 

McDevitt,  Ellen,  100 

McDonnieal,  S.  H.,  Jr.,  212 

McEachin,  Lawrence  B.,  506 

McFarland,  Wesley  L.,  100 

McGee,  Robert  Ray,  407 

McHenry,  G.  S.,  408 

Mcllwain,  James  S.,  463 

McKell,  William  M„  Jr.,  100,  212 

McLaurin,  J.  P.,  19 

McLeod,  Andin  C.,  59,  506 

McLeod,  John  A.,  Ill,  19,  407 

McMillan,  Dean  R.,  355 

McMillon,  Joseph  B.,  407 

McMullen,  Martin  H.,  408,  506 

McPherson,  Frank,  19,  100 

McQuinn,  William,  100 

Medlin,  James  Ronald,  408 

Meek,  Edwin  M.,  250 

Meena,  Albert  L.,  506 

Middleton,  Robert  H..  Jr.,  19,  100 

Mitchell,  Tom,  19 

Montalvo,  J.  M.,  212 

Moore,  Jerry  P.,  463 

Morris,  L.  B.,  463 

Morris,  Reuben  P.,  506 

Morrison,  Francis  S.,  506.  551 

Moss,  A.  F.,  306 

Murfee,  John  A.,  250 

Neely,  William  A.,  163,  550,  551 

Neill,  Charles  L.,  163 

Nelson,  Gary  A.,  59 

Nelson,  Norman,  551 

Nelson,  Phil,  19 

Nix,  J.  Elmer,  59 

Norman,  Joe,  463 

Norris,  Jim  G.,  II,  59 

Nutt,  Benjamin,  506 

Oakes,  W.  T„  306 

Odom,  C.  Douglas,  408 

O'Ferrall,  R.  F.,  163 

O'Mara,  William  E.,  212,  408 

Owen,  David  M.,  163 

Pace,  Harrell  S.,  408 

Parker,  John  M.,  163 

Passman,  J.  C.,  213 

Pate,  S.  Ray,  19 

Patrick,  Bernard  S.,  354 

Patterson,  W.  J.,  59,  463 

Pharr,  Max,  100 

Pineda,  Mario  R..  306 

Platt,  Lucas  O.,  506 

Pollard,  William  S.,  354 

Poole,  James  S.,  463 

Price,  E.  J.,  Jr.,  212 

Pryor,  Joseph  A.,  306 

Puckett,  T.  F„  355 

Pullen,  Jeannette,  551 

Purvis,  George,  213 

Purvis,  Thomas  L.,  Jr.,  250,  306 

Quigley,  Thomas  A.,  551 

Rader,  Ben,  55 1 

Rankin,  Gerald  M.,  463 

Rausa,  Alfio,  163,  306 

Reed,  Roger  H.,  463 

Reynolds,  Ernest  D..  Jr.,  213 

Richardson,  David  D.,  19 

Riley,  George,  306 


Ritter,  Robert  M.,  19,  213,  306 
Roberts,  Curtis,  306 
Robertson,  Brown,  463 
Robinson,  G.  R.,  59 
Robinson,  John  W.,  463 
Rodriguez,  Jorge  A.,  19 
Rosenblatt,  William  H.,  407 
Ross,  Joe  M.,  163,  551 
Royals,  James  L.,  408 
Rubio,  Antonio  M.,  463 
Rude,  J.  F„  355 
Ruff,  James  E„  59,  99 
Russell,  Jerry  R.,  59 
Russell,  John  F„  551 
Schuster,  Richard  E.,  59 
Secrest,  Charles  Ray,  408 
Selman,  Francis  J.,  Jr.,  58 
Shands,  W.  Coupery,  408,  506 
Shaw,  G.  Boyd,  306 
Sherline,  Donald,  550 
Shirley,  Aaron,  212 
Shows,  Billy,  59 
Smith,  Alanson  B.,  506 
Smith,  Buren  S.,  19 
Smith,  George  V.,  250,  306 
Smith,  J.  L.,  355 
Smith,  Perrin  N.,  408 
Smith,  Robert,  100 
Smith,  Shelby,  250,  463 
Sneed,  Ralph,  463 
Speck,  James  W.,  408 
Spell,  B.  G.,  163 
Spell,  James  P.,  463 
Spencer,  Gilbert  O.,  250 
Steward,  Edward,  506 
Stewart,  Edsel  F.,  551 
Stewart,  Ray  H..  463 
Stockard,  Charles  G.,  Jr.,  19 
Stokes,  Jack  A.,  99,  355 
Stone,  Deck,  506 
Stowers,  Kurtz  B.,  99,  212 
Strong,  David  H.,  354 
Sutherland,  C.  G.,  408 
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Phares,  David  Lewis 
member  first  Miss.  State  Board  of 
Health  [Price]  *536 
Pharmaceutical  Manufacturers  Asso- 
ciation 

foundation  offers  faculty  awards, 
423-N 

Phenylketonuria 

opinions  of  Miss,  pediatricians,  ob- 
stetricians and  gynecologists  as  to 
screening  and  diet  [Steiner  et  al] 
*530 

Physical  Therapy 

first  training  program  organized  at 
UMC,  104-N 
Physicians 

Mississippi  medical  alumni  emigra- 
tion study  reported  [Price]  243-E 
physicians,  schools  conference  set, 
245-N 

Piazza,  Marguerite 
addresses  Mississippi  Division,  Amer- 
ican Cancer  Society  general  as- 
sembly, 5 17-N 
Pittman,  James  A. 
appointed  UAB  dean.  224-N 
Plasma  Proteins 

diagnostic  significance  of  [Mobarak 
and  Bell]  *1 
Pollution 

state  moves  forward  in  pollution 
control,  26-N 
Postgraduate  Calendar 
featured  on  pages  20,  57,  102,  162, 
208,  460,  507,  548 
Problem-Oriented  Medical  Record 
developed  by  American  Society  for 
Internal  Medicine,  512-N 
Professional  Standards  Review  Or- 
ganization (PSRO) 
physicians’  standards  review  organi- 
zation [Davis]  451-E 
the  profession  and  PSRO  [Derrick] 
350-PP 
Project  USA 

physicians  needed  for,  28-N 
Psychiatry 

gender  identity  change  in  transsexu- 
al is  reported,  315-N 
healthy  personality  aided  Pueblo 
crewmen,  478A-N 

psychiatric  drugs  help  prevent  re- 
lapse, 425-N 


psychiatrist-neurologist  joins  Oxford 
mental  health  center  staff.  251- 
N 

Sandoz  offers  film,  224-N 

Pueblo 

healthy  personality  aided  crewmen, 
478A-N 

Pulmonary  Disease 

pediatric  pulmonary  course  set,  405- 
N 

pulmonary  embolism — an  unsolved 
problem  (Hopkins)  *326 
pulmonary  function  course  sched- 
uled, 420-N 

radiologic  seminar  CXXVIII:  pulmo- 
nary mucoviscidosis  [Sullivan] 
398-RS 

respiratory  failure  in  chronic  airways 
obstruction  [Norman  et  al]  *431 

Q 

Quality  of  Life 

congress  set  in  New  Orleans,  226-N 

Questran 

Mead  Johnson  markets,  428-N 
R 

Radioimmunoassay 
current  status  and  clinical  applica- 
tion [Wilson]  *31 
Radiologic  Seminars 
CXXII1:  pseudocoarctation  of  the 
aorta  [Trapp  et  al]  *14 
CXXIV:  gonadal  dysgenesis  [Gib- 
son] *50 

CXXV:  pancreatic  scanning  [Gie- 
ger]  *89 

CXXVI:  ruminations  on  radiologic 
accuracy  [Sloan]  *128 
CXXV11:  jejunal  diverticulosis 

[Smith]  *202 

CXXVIII:  achalasia  of  the  esopha- 
gus in  an  infant — a cause  of  re- 
gurgitation, weight  loss,  and  de- 
hydration [Sullivan]  *240 
CXXIX:  bone  scanning  with  Tech- 
netium Polyphosphate  [Flowers] 
*286 

CXXX:  foreign  bodies  in  the  esoph- 
agus [Tyson]  *348 

CXXXI:  pulmonary  mucoviscidosis 
[Sullivan]  *398 

CXXXI1:  the  barium  enema  [Wood] 
*448 

CXXXIII:  intermittent  duodenal  ob- 
struction— a case  report  [Yar- 
brough] *499 

CXXXI V:  ulcer  disease  with  retro- 
peritoneal rupture  IWilliams]  *534- 
RS 

Radiology 

ACR  establishes  bone  tumor  referral 
centers,  526-N 

radiation  safety  performance  stan- 
dard [Villforth]  62-L 
radiologic  tumor  diagnosis  course 
set,  522-N 

x-ray  standard  date  extended,  362-N 
Regional  Medical  Programs 
Memphis  RMP  funds  Tupelo  stroke 
unit,  22-N 

Mississippi  RMP  and  pharmacy 
school  study  self-medication,  178- 
N 

Research 

AMA  testifies  on  medical  research 
subjects,  319-N 
Respiratory  Disease 
See  Pulmonary  Disease 


NHLI  issues  report  on  respiratory 
diseases,  166-N 

respiratory  failure  in  chronic  airways 
obstruction  [Norman  et  al]  *431 
Retinopathy 
diabetic  [Hall]  *527 
Riley,  Flarris  D.,  Jr. 
named  Southern  Medical  Journal  ed- 
itor, 320-N 
Roberts,  William  F. 
joins  MSMA  staff  as  executive  as- 
sistant, 5 1 5-N 
Robins,  A.  H.  Co. 

establishes  family  planning  panel, 
516-N 

1973  MSMA-Robins  Award  is  an- 
nounced, 25-N 

Dr.  W.  A.  Long.  Jr.,  is  1973  MSMA- 
Robins  Award  winner,  255-N 

1974  MSMA-Robins  Award  is  an- 
nounced, 5 1 6-N 

Rocky  Mountain  Spotted  Fever 
availability  and  use  of  vaccine  [ Bla- 
key]  458-L 

information  on  [Sexton]  304-L 

Rubella 

rubella  diagnosis  [Blakey]  406-L 
SBH  requests  reporting  of  cases, 
21 6-N 
Russia 

report  of  trip  to  Russia  [Davis]  *44 
Safety 

safety  restraints  urged  for  children, 
321-N 

school  driving  session  scheduled, 
274-N 

Sandoz  Pharmaceuticals 
offers  psychiatric  film,  224-N 
Scrub,  Surgical 

evaluation  of  several  methods 
[Gower]  *82 
Sickle  Cell  Disease 

a study  regarding  sickle  cell  disease 
in  children  of  Harrison  County 
Head  Start  program,  1971-72 
[Mason]  *284 
uniform  test  urged,  320-N 
Simmons,  Walter  H. 
retires  from  Blue  plans  board  of  di- 
rectors, 218-N 
Smallpox 

vaccinations  are  not  necessary,  515- 
N 

Smith  Kline  and  French 
contributes  funds  to  hospitals,  28-N 
Smoking 

Dr.  Alton  Ochsner  writes  on  subject, 
218-N 

"No  Smoking”  signs  are  available, 
430-N 

Social  Security  Administration 
"Happy  Birthday,  SSA?”  I Math- 
ews] 56-E 

Mississippi’s  participation  in  the  dis- 
ability program  [Rawson]  503-E 
supplementary  security  income  will 
replace  Public  Assistance,  Title 
XVI,  513-N 
Socioeconomics 

AMA  sponsors  congress  on,  108-N 
Southern  Medical  Association 
continuing  education  program  ac- 
credited, 473-N 

Dr.  Harris  D.  Riley,  Jr.,  named 
Southern  Medical  Journal  editor, 
320-N 

will  meet  in  San  Antonio,  382-N 
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Southern  Ob-Gyn  Seminar 
scheduled,  188-N 
Southern  Surgical  Association 
Dr.  James  D.  Hardy  elected  presi- 
dent, 66-N 
Sports  Medicine 

drugs  and  sports  don't  mix,  523-N 
St.  Dominic  Hospital 
makes  dedication  plans,  410-N 
St.  Paul  Insurance  Cos. 
studies  malpractice  problem,  580-N 
Stead,  Eugene  A.,  Jr. 
is  new  AHA  “Circulation”  editor, 
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Stilbestrol 

maternal  stilbestrol — genital  adeno- 
carcinoma— and  followup  of  ex- 
posed young  women  [Boronow 
and  ACOG]  301-E 
Student  American  Medical  Associa- 
tion (SAMA) 

1973  MECO  project  is  in  operation, 
313-N 
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104-N 

MECO  summer  project  gets  under- 
way, 314-N 

MSMA  gives  check  to  SAMA  offi- 
cers, 268-N 

national  president  visits  Jackson, 
219-N 

national  president  speaks  at  UMC, 
^ 106-N 

Supine  Hypotension  Syndrome 
case  report  XVI  of  maternal  mortali- 
ty study  [Caine]  *439 
Supplemental  Security  Income 
(SSI)  program 

will  replace  Public  Assistance,  Title 
XVI,  513-N 

Surgery 

arterial  injuries  associated  with 
closed  fractures  [Tompkins  and 
Green]  *227 

burns  and  their  emergency  treat- 
ment [Turney]  *236 
care  of  injured  seminar  set,  428-N 
evaluation  of  several  methods  of  sur- 
gical scrub  [Gower]  *82 
JAMA  editorial  stresses  operating 
room  safety,  316-N 
management  of  acute  dissecting  he- 
matoma of  aorta  [Ching  et  al] 
*481 

nose  plastic  surgery  course  set,  425- 

N 

orange  pulp  small  bowel  obstruction 
in  a postgastrectomy  patient:  a 
case  report  [Rueff]  *7 
Pan-Pacific  Surgical  Association 
meeting  in  1975,  430-N 
the  art  of  human  stitchery  [Bartlett] 
548-E 

wound  healing  | Brooks]  *385 
Symposia  Medica  Foundation 
ophthalmology  and  ENT  meet  set 
for  Israel,  509-N 

T 

Tatum,  Frederick  E. 
is  new  fellow  of  American  College 
of  Cardiology.  473-N 
Thiede,  Henry  A. 

named  UMC  associate  dean  for  aca- 
demic affairs,  561-N 
Trauma 

ACS  schedules  16  seminars,  76-N 


care  of  injured  seminar  set,  428-N 
course  set  for  Chicago,  225-N 
Tri-State  Thoracic  Society 
meets  in  Biloxi,  24-N 
Tumors 

ACR  establishes  bone  tumor  referral 
centers,  526-N 

radiologic  tumor  diagnosis  course 
set,  522-N 

U 

United  States  Navy 
now  provides  speakers,  477-N 
United  States  Public  Health  Service 
eliminates  Yellow  Fever  require- 
ment, 18-N 

twenty  years  of  progress  in  public 
health  in  Mississippi  [Pruet]  *39 
University  of  Alabama  Medical 
Center  (UAB) 

Dr.  James  A.  Pittman  appointed 
dean,  224-N 

Dr.  James  named  medicine  chair- 
man, 479-N 

now  has  medical  claims  system,  105- 
N 

University  of  Mississippi  School  of 
Medicine  (UMC) 

announces  faculty  changes,  178-N 
announces  new  faculty  and  promo- 
tions, 413-N 

associate  professor  gets  hypertension 
grant,  173-N 

calf  lives  24  days  with  artificial 
heart,  477-N 

Choctaw  children  get  hearing  tests, 
568-N 

Dr.  Israel  Light  speaks  at  Center 
Assembly,  217-N 

Dr.  John  Gronvall  is  Honors  Day 
speaker,  309-N 

Dr.  Kelemen  is  visiting  UMC-VA 
consultant,  178-N 

Dr.  Lidio  O.  Mora  receives  UMC 
AO  A award,  316-N 
Dr.  Louis  G.  Welt  is  visiting  profes- 
sor, 223-N 

Dr.  Nelson  is  new  medical  center 
dean,  107-N 

Dr.  Norman  C.  Nelson  becomes  new 
dean  of  the  University  Medical 
Center,  313-N 

Dr.  Wesley  Hall  speaks,  3 18-N 
Eaton  Labs  loans  cassettes  to  urolo- 
gy department,  521-N 
family  practice  chairman,  others  ap- 
pointed, 70-N 

five  added  to  faculty,  314-N 
graduates  91  M.D.s,  3 18-N 
Hindman  named  UMC  scholarship 
recipient,  107-N 

History  of  Medicine  Society  meets, 
223-N 

History  of  Medicine  Society  orga- 
nized, 74-N 

hosts  diabetes  seminar,  275-N 
hosts  Southeastern  Perinatal  confer- 
ence, 27-N 

minority  affairs  coordinator  appoint- 
ed, 1 14-N 

MSMA  gives  check  to  SAMA  chap- 
ter officers,  268-N 

muscular  dystrophy  association  will 
open  clinic,  23-N 

names  new  associate  deans,  560-N 
national  SAMA  president  speaks 
there,  106-N 


nurse  anesthetists  remain  in  state, 
564-N 

offers  lab  personnel  study  units,  520- 
N 

recruits  minority  students,  22-N 
Russian  physician  visits,  564-N 
starts  summer  enrichment  program, 
355-N 

state’s  first  physical  therapy  training 
program  organized,  104-N 
two  are  added  to  medical  center  fac- 
ulty, 28-N 

University  of  Mississippi  School  of 
Pharmacy 

conducts  I.V.  study,  26-N 
studies  self-medication,  178-N 
University  of  Tennessee  College  of 
Medicine 

care  of  injured  seminar  set,  428-N 
plans  December  ENT  course,  478- 
N 

University  of  Texas 
San  Antonio  branch  plans  satellite 
health  education,  480-N 
Urology 

Eaton  Labs  loans  cassettes  to  urolo- 
gy departments,  521-N 

V 

Vaccinations 

smallpox  vaccinations  are  not  neces- 
sary, 515-N 
Venereal  Disease 

AMA  environmental,  occupational 
and  public  health  council  issues 
venereal  disease  statement,  401- 
E 

increases  in  Mississippi,  521-N 
increases  in  state,  161-N 
Veterans  Administration  Center- 
Jackson 

Dr.  Kelemen  is  visiting  UMC-VA 
consultant.  178-N 
Vitamins 

Vitamin  D supplement  not  needed 
by  most,  383-N 
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Woman’s  Auxiliary  to  MSMA 
Journal  pages:  [Webb]  168;  “Fifty 
Years  Old  and  We  Admit  It” 
[Preston]  356-N;  "Please  Don’t 
Forget”  [Preston]  456;  “A  Christ- 
mas Thought”  [Preston]  563; 
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Webb,  Lester  D. 
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Welt,  Louis  G. 
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Williams,  Louise 

retires  as  SBH  librarian,  363-N 

Wounds 

See  Trauma 

wound  healing  [Brooks]  *385 
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X-Ray 

FDA  proposes  more  standards,  188- 
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x-ray  standard  date  extended,  362- 
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Yates,  Thomas  E.  and  Co. 
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ORGANIZATION  / Continued 

Marion  Labs  Offers 
CVD  Learning  System 

A new  learning  system  about  cerebral  vascular 
disease,  now  available  to  physicians  or  physician 
groups  from  Marion  Laboratories,  Inc.,  has  been 
announced  by  the  pharmaceutical  company.  The 
learning  system  consists  of  a color  film,  “Diagno- 
sis and  Treatment  of  Cerebral  Vascular  Insuffi- 
ciency,” together  with  a supply  of  monographs 
that  accompany  the  film.  The  monograph  serves 
as  a convenient  review  of  information  in  the  film 
and  contains  a quiz  to  be  self-administered. 

The  film  is  suitable  for  continuing  education 
credit  hours  from  the  American  Academy  of 
Family  Physicians  and  the  American  Medical  As- 
sociation. It  discusses  the  prognostic  value  of  the 
various  indications  in  the  stroke-prone  profile;  de- 
scribes the  work-up  of  the  patient  diagnosis  in 
cerebrovascular  disease,  including  the  use  of  cere- 
bral angiography;  describes  the  categories  in  the 
differential  diagnosis  of  cerebrovascular  disease; 
explores  current  modes  of  therapy  in  the  manage- 
ment of  acute  thrombotic  stroke;  describes  medi- 
cal therapy,  including  the  use  of  anticoagulants, 
platelet  inhibitors,  and  glycerol,  and  discusses  sur- 
gical treatment. 

The  editorial  committee  for  the  film  consists 
of  Drs.  Clark  H.  Millikan,  Michael  E.  DeBakey, 
Lawrence  C.  McHenry,  Jr.,  and  John  Stirling 
Meyer. 

Physicians  may  obtain  the  film  without  charge 
for  viewing  themselves  or  for  showing  to  physi- 
cian groups  by  writing  Professional  Services, 
Pharmaceutical  Division,  Marion  Laboratories, 
Inc.,  P.  O.  Box  9627,  Kansas  City,  Mo.  64134. 

St.  Paul  Studies 
Malpractice  Problem 

A special  effort  to  diagnose  and  treat  the  prob- 
lem of  escalating  medical  malpractice  losses  has 
been  announced  by  one  of  the  leading  sources  of 
medical  liability  insurance,  St.  Paul  Fire  and  Ma- 
rine Insurance  Company. 

President  Waverly  G.  Smith  said  The  St.  Paul 
was  initiating  a program  designed  to  help  doctors 
prevent  incidents  which  lead  to  malpractice  claims 
and  to  speed  up  the  disposition  of  cases. 

The  major  elements  of  the  program  are: 

(1)  Arbitration  will  be  advocated  as  a speed- 


ier and  less  costly  claims  settlement  practice.  Doc- 
tor-patient and  hospital-patient  arbitration  agree- 
ments will  be  sought  in  jurisdictions  showing  in- 
terest and  where  arbitration  is  a practical  ap- 
proach. Model  agreements  have  been  prepared 
by  The  St.  Paul.  The  company  believes  arbitration 
decisions  should  be  based  on  medical  expertise. 

(2)  Special  materials  alerting  doctors  to  cur- 
rent trends  and  unusual  exposures  will  be  pro- 
duced. These  will  be  aimed  at  helping  doctors 
prevent  injuries  and  at  assisting  in  doctor-to-pa- 
tient  communications. 

(3)  Claims  data  will  be  computer  pro- 
grammed to  aid  in  the  identification  of  medical 
liability  trends  and  recurring  causes  of  losses.  In- 
formation obtained  will  be  used  in  developing  loss 
prevention  information  for  doctors. 

(4)  Formation  and  use  of  medical  review  pan- 
els by  state  medical  associations  will  be  more 
strongly  encouraged  and  assisted  where  requested. 
The  St.  Paul  endorses  review  panels  of  medical 
personnel  designed  to  aid  the  company  in  deter- 
mining whether  a departure  from  the  standard  of 
medical  care  occurred. 

(5)  Techniques  and  materials  to  enable  doc- 
tors to  obtain  good  informed  consents  from  their 
patients  will  be  given  special  attention.  The  com- 
pany believes  that  a well  informed  patient  is  less 
likely  to  assume  that  less  than  successful  results 
from  surgery  or  other  treatment  automatically 
means  the  doctor  was  negligent. 

“Malpractice  is  an  ugly  word,”  Smith  observes. 
“But  even  a skillful  and  conscientious  physician 
may  become  a defendant,  due  to  the  action  or  in- 
action of  medical  personnel  for  whom  the  doctor 
is  responsible;  because  of  a breakdown  in  com- 
munications with  a patient,  or  as  a result  of  un- 
realistic patient  expectations  of  guaranteed  suc- 
cessful treatment.” 

As  one  of  the  leading  insurers  of  the  medical 
profession.  The  St.  Paul’s  claims  experience  indi- 
cates there  are  a number  of  things  doctors  can  do 
in  daily  practice  and  patient  communications  to 
reduce  the  potential  for  malpractice  claims. 

“The  St.  Paul  is  also  convinced  that  a doctor’s 
chances  of  becoming  a defendant  in  a malpractice 
action  will  be  greatly  reduced  if  the  malpractice 
problem  is  understood  from  the  patient’s  point  of 
view  and  if  the  physician’s  legal  responsibilities 
to  the  patient  are  clearly  recognized,”  Smith  said. 

For  malpractice  claims  where  there  is  disagree- 
ment over  whether  negligence  actually  occurred 
or  the  amount  of  damages,  Smith  said  arbitration 
procedures  could  reduce  the  time  otherwise  spent 
waiting  for  litigation  to  move  through  the  usual 
legal  process. 
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